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SOME NOTES ON THE PROPHYLAXIS AND TREAT- 
MENT OF GASTRO-ENTERITIS.* y 


By T. H. R. Mathewson, M.B., Ch.B. (Edin.), 
Brisbane. 


When I set out to write some notes with which to 
open the discussion upon gastro-enteritis, it was my 
intention to be brief. I soon found, however, that I 
could not carry out my intention without omitting 
the consideration of certain questions which are im- 
portant as predisposing causes of gastro-enteritis. If 
we can remove the predisposing causes of the disease 
we shall go a long way towards eradicating the dis- 
ease itself. 

Table I. 


Deaths from the. Chief Diseases Amongst Children Under One Year 
for Queensland. 


Name of Disease. | 1911. | 1912. | 1913. | 1914. | 1915. | 1916. | 1917. 
Prematurity 374 | 472 469 471 494 470 | 485 
Malform’tions | 87 83 101 80 90 102 99 
Gastro-Ent’is | 294 | 411 322 329 371 358 240 


Br’ncho-Pneu.} 28 24 28 
Pneumonia 29 24 34 29 34 32 15 
Acute Bronc. 27 34 25 43 32 27 17 


Convulsions 59 74 44 63 58 59 35 
Whoop. Cough; 30 29 40 27 4 23 15 
Meningitis 19 20 21 24 22 18 20 
Tetanus 18 12 6 z 10 8 5 
Syphilis 14 17 14 15 9 8 12 
Measles 6 11 14 5 7 16 |. 
Diphtheria 4 a 8 4 2 5 2 
» 


Table Il. 


Population and Deaths of 
Population and Deaths of Children Under One 
ear from Gastro-Enteritis for Brisbane. 
Queensland. 
Popu- M’rt’y|| Popu- M'rt’y Months 
4 la- |De’ths in which 
1,00. tion. | 1,000. Mortality Highest. 
1911| 16,526! 294 | 17.79]| 3,447| 134 | 38.87; Jan., Feb., March, 
: Oct., Nov., Dec. 
1912] 16,989) 411 | 24.19]| 3,483) 155 | 44.50 — all the year 
roun 
1918] 17,554) 322 | 18.34|| 3,634) 140 | 33.53) Jan., Feb., March, 
Apl., Oct., Nov., 
Dec. 
1914] 18,156} 329 | 18.12]| 3,699] 124 | 33.52} Jan., Feb., March, 
Apl. May, July, 
Aug., Oct., Nov., 
Dec. 
1915] 18,481) 371 | 3,890) 148 | 38.05} Heavy all the year 
round, especially + 
Oct., Nov., Dec. 
1916) 18,009) 358 | 19.88)| 4,045] 136 | 33.62) Heavy all the year 
round, especially 
Jan., Feb., March, 
Apl., May 
1917} 18,522) 240 | 12.96]| 4,168} 126 | 30.23) Fairly constant all 
the year’ round, 
especially 
Nov., Dec. 
1896} 15,670] 392 | 25.02/} — | — | — — 
16,156) 378 | 23.40/|} — | — | — 
1898} 16,551) 371 | 22.42/} — | — | — — 


1 Read at a Meet of th F 
ing ot Queensland Branch of the British Medical 
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It will be seen from Table I. that, excluding the 
mortality amongst premature children, a problem 
which, by the way, I hope will be looked into by this 
Association at an early date, gastro-enteritis is out 
of sight the most common cause of deaths amongst 
children under one year of age. : 

In Table IT. I have shown the population and deaths 
of children under one year from gastro-enteritis for 
the years 1911 to 1917 inclusive, firstly for the State 
of Queensland, then for the City of Brisbane, and 
for each year I have shown the mortality per 1,000 
of the population. It will be noticed that this last 


figure varies only slightly from year to year, last 


year’s figure being the lowest, both for Queensland 
and for Brisbane itself. It must be remembered that 
the Brisbane mortality includes deaths amongst chil- 
dren at the Children’s Hospital and other institu- 
tions, as well as, of course, deaths amongst children 
brought into the city from the country for treatment. 
For comparison I have shown the figures for the 
years 1896, 1897 and 1898. I have been able to get 
the figures for the State only for these years. It will 
be noticed that there is a definite improvement in the 
mortality from gastro-enteritis for the State. 

Before leaving the tables I would like to draw atten- 
tion to the column showing the months in which the 
mortality. is highest. 


The disease usually begins with the first spell of 
hot weather, whiclt occurs, as a rule, early in Octo- 
ber, and the epidemic is at its height from 
then until Christmas, often continues during 
January, February and March, and sometimes during 
April and May. Its sudden onset is often very 
striking. 

According to the researches of Dr. Newsholme, there 
is a direct relationship between temperature and diar- 
rhea, and a general inverse relationship between rain- 
fall and diarrhcea; in other words, as a general rule, 
the less the rainfall the greater the prevalence of 
diarrhea. Everyone is probably acquainted with 
the observation of Ballard, who found that the maxi- 
mum diarrhea mortality of the year was usually 
observed in the week when the four-foot earth ther- 
mometer attained its mean weekly maximum. 

According to Sir David Hardie’s observations, 
made during his investigation into the relationship 
between the mortality statistics of some of the more 
common diseases in Queensland and the atmospheric 
conditions, and published in book form in 1893, the 
mean monthly mortality curve for the Brisbane dis- 
trict for the five years 1887 to 1891 begins in January 
comparatively low and, with the exception of a slight 


rise in April, falls slowly and steadily to August, rises 


somewhat from August to September and rapidly 
from September to October, attaining its maximum 
for the year in November, and falls somewhat in De- 
cember, the rate for that month being a little above 
that of the following January. 

In his general summary Sir David says that we may 
expect a high mortality from diarrhea and dysentery, 
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as well as from typhoid fever, under the following 
atmospheric conditions in summer, viz. :— 

high barometric pressure ; 

high mean temperature ; 

high mean daily range of temperature ; 

high absolute range of temperature ; 

low relative humidity ; 

low rainfall ; 

low number of rainy days; 

low amount of cloud; 
and that, should the above conditions obtain also dur- 
ing the previous months of spring, the mortality in 
summer from diarrhea and dysentery, as well as 
from typhoid fever, will be all the higher. 


Must we receive the onslaughts of this disease with 
equanimity, or can we take any action that might 
stop, or at any rate, mitigate its ravages amongst 
the young life of our community? 


In his book on the care of the baby, Dr. Truby 
King says that some forms of infantile diarrhoea are 
among the most rapidly fatal of all diseases and among 
the least amenable to treatment, however skilful. 
Safety lies in prevention, and we all know how true 
this is. All of us have seen instances of babies, well 
nourished and apparently well cared for, who have 
suddenly taken il] with gastro-enteritis and have died 
within a few days. It seems to me, and it may 
appear unnecessary to. say it, that each of us can do 


a good deal towards keeping the baby well by advis- | 
ing the mother whom we have recently confined, to — 


bring the child to be weighed periodically, and on no 
account to give any other food but the breast without 
first consulting us. Everyone’ is only too well ac- 
quainted with the old story of how the mother weaned 


the “child or put him on to some additional food be- 


eause she, or her mother, or the maiden aunt, or the 
neighbours thought the breast was not sufficient or 
was not agreeing with him. Regarding-the cases un- 
attended by doctors, I think a good deal can be done 
for these people by the nurses connected with the 
baby clinics. 

In connexion with the Fortitude Valley Clinic, for 
which I am responsible, it is my intention to instruct 
the nurses to follow up each case after the midwife 
has finished with the patient. In cases where the 
babies are not thriving, the mothers will be instructed 
to see their own doctors, or, in the event of their being 
in indigent circumstances, to come to the Clinic, where 
the babies will be weighed and their feeding super- 
vised. The nurses will go into the homes of these 
people, and by coming into personal contact with them 
they will soon learn if there are any prejudicial influ- 
ences at work, tending to prevent a mother nursing 
her own baby. In the event of the mother having to 
go out to work, the baby will be taken charge of at 
the Créche, and he will be brought periodically to the 
Clinic, to be weighed and to have his feeding super- 
vised. In those cases where, after adequate trial, the 
_ mother is found to be unable to nurse her child or 
only partly to nurse him, the nurse will instruct the 
mother as to the proper kind of feeding bottle, as 
to how to keep it clean, how to prepare the food ad- 
vised by the doctor, and how to store it. The mother 
will also be given advice about the motions and how 
to dispose of them. She will be instructed in the 


first signs of indigestion, for how often is the way 
for gastro-enteritis paved by an unhealthy state of 
the bowel brought about by over-feeding or by the 
giving of improper food. The mother will be espe- 
cially instructed in the first signs of gastro-enteritis, 
and she will be told to obtain immediate medical ad- 
vice as soon as these or the first signs of indigestion 
appear. Mothers will be encouraged to report all 
cases of diarrhea in infants to the Clinic, whereupon 
the nurse will ascertain if the child is receiving medi- 
cal attention. If not, she will ask the mother to see 
her own doctor, or, if unable to afford private medical 
attendance, to report to the Clinic, from which she 
will be sent on to the hospital, if necessary. The 
homes of infants seen at the Clinic and of those sent 
to the hospital will be subsequently visited by the 
nurse, who will.see that the motions are properly 
disposed of. Although it is unquestionable that 
gastro-enteritis may appear to arise in a number of 
cases de novo, yet, for all practical purposes, it may 
be regarded as certain that diarrheal evacuations 
help to spread the disease in many instances. The 
nurse will see that the bottle and other feeding uten- 
sils are properly cleaned, that these and the food are 
kept under cover in a cool place, that the house is 
properly ventilated and that all refuse likely to at- 
tract the flies is properly disposed of, that the child 
is bathed and properly clad and is taken into the 
fresh air every day, in addition, of course, to super- 
vising the treatment ordered by the doctor. 


It is my intention to ask the hospital staff to inform 
the Clinic of all cases of gastro-enteritis coming under 
their notice direct, that is to say, not through the 
Clinic, in which the Resident Medical Officer thinks 
that the nurse conriected with the Clinie ought to 
supervise the treatment. Patients seen by doctors in 
private will be visited where the doctors think it 
advisable and inform the Clinic nurse to this effect. 


It will be the endeavour of the Clinic to make pure, 
fresh milk available for the people who require it. 
How this is to be done will be a matter for future 
consideration. While proprietary foods have their 
place in the feeding of children, I hope that we shall 
be able before long to oust the women appointed by 
the proprietary food companies to advertise their 
food. -In this work we shall be assisted by the Clinic 
nurses. On one occasion I was called to a baby dying 
of gastro-enteritis, who was being treated by one of 
these women. I am not going to talk to you to-night 
about feeding bottles, but I commend to you a bottle 
which has obvious advantages over other varieties. 


It will be my endeavour to have the registered 
nursing homes for children brought under the super- 
vision of the Clinic, and let me say here that I do not 
approve of these registered nursing homes. Into them 
are put babies and young children to be cared for by 
women whose only qualification for the work is that, 
in the opinion of the police, they have sufficient accom- 
modation for the children and are respectable people. 
It is possible, no doubt, that some of these women 
are more capable of caring for the children under 
their charge than some mothers are of their own, 
though this is not saying very much, but my 
own experience has been that many of these children 
do badly. If this system is to be allowed to continue, I 
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think that these women should first be seen by doctors, 
who should not only satisfy themselves that the women 


are physically fit, but that they are qualified for the - 


work. The babies should be examined before they 
enter the homes, with a view to ascertaining whether 
there is any disease or defect which requires treat- 
ment. Each child’s food should be ordered by the 
doctor, and the children should be under medical 
supervision. - A young mother will sometimes place in 
a registered home a fine, healthy baby, of perhaps a 
few weeks old, who has been entirely breast fed. The 
child is immediately put on to whatever food the 
woman in charge happens to favour. This may be 
found to disagree, and the chance of reverting to 
breast feeding is probably lost. If the child must 
be separated from the mother, what should be done, 
in my opinion, is that the child should be weaned 
gradually, until it is found that the artificial food is 
agreeing with him. In cases where a food cannot be 
found to agree, I believe that some provision should 
be made to keep the child on the breast, by giving 
the mother financial assistance, when necessary, until 
the child can be weaned successfully. In fact, I 
would like to see provision made to keep all these 
babies on the breast until they are at least six months 
old. While I am not in favour of placing very many 
children in one home, I think the Government might 
improve on this system by providing a number of 
small infant homes, in charge of specially qualified 
persons. 

Gentlemen, I cannot allow this opportunity to pass 
without saying a word about the ubiquitous dummy. 
What is to be our attitude in regard to it? Is it to 
be one of uncompromising condemnation, one of quiet 
toleration, or one of straight-out acquiescence? It 
seems to me that it is the height of folly for us to 
condemn the dummy on principle, and yet counten- 
ance its use in practice. Let us therefore clearly de- 
fine our attitude. If we agree that the dummy is an 
instrument inimical to infant life, let us do all in our 
power to abolish it. Is the dummy, like alcohol, to 
be condemned, owing to the abuse which some make 
of it, or is it to be condemned as something out of 
which no good thing can come? What case against 
the dummy, then, can we make out? To my mind, 
the chief risk associated with the use of the dummy is 
that of carrying infection, not only of gastro-enter- 
itis, but of other serious diseases, and for this reason 
alone I think it should be condemned. Only rarely 
does a breast-fed baby develope gastro-enteritis, and 
it is probable that, in the few cases in which it does, 
the infeetion is not infrequently conveyed by the 
dummy. Sometimes a mother will tell you that, al- 
though she uses a dummy occasionally, she is careful 
to boil it and to keep it in a clean handkerchief when 
not in use. However indulgent we may feel inclined 
to be with such mothers, we cannot allow this to affect 
our: attitude towards the dummy, which ought to be 
one of uncompromising condemnation ; anything short 
of this weakens the stand which we ought to take 
against the use of this dangerous instrument. 


We practitioners must be responsible in a large 
measure for the prevalence of the dummy. Have we 
pointed out to our patients with sufficient clearness 
the dangers associated with its use? The dummy is 


often begun when the child is but a few hours old, 
and I am sorry to say the nurse is frequently re- 
sponsible for this. This applies especially to nursing 
homes, where the nurse uses a dummy to quieten a 
cross baby. I have been surprised at the. way in 
which nurses, who are supposed to be well trained, 
strongly advocate its use. Only the other day a 
mother brought to me a beautiful breast-fed baby, 
suffering from diarrhea. On seeing the dummy tied 
to the child’s dress, I asked the mother why she 
used it. ‘‘Oh!’’ she replied, ‘‘the nurse at the home 
in which I was confined gave it to baby.’’ After 
telling the mother the danger associated with its use, 
I had no difficulty in gaining her permission to re- 
move it. Of course, she may have obtained another 
since. We cannot expect to abolish the dummy while 
our nurses recommend its use. 


Having dealt at some length with the predisposing 
causes of gastro-enteritis, let us now consider briefly 
the immediate causes of the disease. 


These may be divided into three classes, any or all - 
of which may be contributing causes in any one case. 
They are:— 

(1) Some element of the food, for example, sugar. 
(2) Decomposition of the food by bacteria. 
(3) Bacterial infection of the intestinal wall. 


Finkelstein and Meyer have proved conclusively 
that the milk sugar of the food can, of itself, produce 
gastro-enteritis. This action of milk sugar is aided 
greatly by the presence of a high fat content in the 
food. The removal of sugar hastens recovery. This 
action is not confined to milk sugar, but oceurs with 
cane and grape sugar, and less often with malt sugar. 


By some the decomposition of the food by bacteria, 
either before ingestion or after its passage into the 
intestinal canal, is regarded as the main cause of 
gastro-enteritis. In their opinion the direct cause lies, 
in all probability, -in the splitting of the fats into pro- 
duets which are directly irritating to the intestinal 
eanal, and which, when absorbed, derange the internal 
metabolism. This opinion is supported by animal 
experiment. 

‘Bacterial infection of the intestinal wall is said by 
others to play the chief réle in the causation of gastro- 
enteritis. The bacillus coli communis was first re- 
garded as the offender. The bacillus dysenterie 
(Flexner) was found ‘in a large number of cases by 
workers at the Rockefeller Institute. The presence 
of the dysentery bacillus in the stools kas, in many 
cases, been accompanied by agglutination of that or- 
ganism by the blood of the patient, but in no case 
has there been any apparent benefit from the use of 
the anti-dysenteric serum. The bacillus enteritidis 
sporogenes, the streptococcus, the bacillus pyocyaneus 
and the bacillus acidophilus have all had their 
advocates. 

Grulee, a Chicago pediatrician, says, that, on the 
whole, except in isolated epidemics, the bacterial 
theory of the origin of summer diarrhea has proved 
very unsatisfactory. As a causative factor of the 
secondary symptoms, that is, of those symptoms which 
develope after the onset of the trouble, bacteria have 
not been considered, and yet it would seem that here - 
is their greatest etiological value. An intestinal wall 
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which has been altered both functionally and anato- 
mically by .a severe intestinal disturbance would 
probably offer favourable ground for the development 
of bacteria which might accidentally be introduced 
by the mouth or by the rectum, and these, once having 
_ gained a foothold, might easily produce secondary 
symptoms. 

The epidemic in Brisbane last year appeared to fol- 
low closely upon an epidemic of dysentery in adults, 
which is certainly suggestive that the disease is caused 
by a specific organism. 

Turning now to the question of the treatment of 
gastro-enteritis. It will help us if, at the outset, we 
recognize two main types of the disease. 

(1) The toxie or fulminating type, associated 
with intense toxemia, the diarrhea being 
sometimes almost negligible. 
’ (2) The non-toxie type, associated with the pas- 
sage of frequent, slimy, green stools, mixed 
or unmixed with blood, accompanied by a 
mild degree of toxemia. 

In one ease the child is often struck down suddenly ; 
in the other the child sickens gradually, as the diar- 
rheea increases. Of course, between these two types, 
there are intermediate forms, each conforming more 
to one or other type. In the first type, which is the 
most fatal, the child dies from acute toxemia, often 
before there has been time for much wasting to occur. 
In the second type the child dies from exhaustion, in 

~addition to subacute or chronic toxemia. 
The question of home versus hospital treatment of 
gastro-enteritis sometimes comes up for discussion. 
Speaking from my experience at the Children’s Hos- 
pital, I have no hesitation in saying that, as a general 
rule, gastro-enteritis cases are best treated at home. 
We naturally receive the worst cases into hospital, but 
even the moderately severe cases do not seem to do 
well, in spite of the very best treatment and atten- 
tion. A case illustrating this point occurred in my 
practice last summer, and impressed itself upon me 
very much. A healthy-looking baby of about twelve 
months took suddenly ill with diarrhcea ; the tempera- 
ture soon rose, and the child was passing frequent, 
green, blood-stained stools, and looked moderately 
toxic. About twelve hours after the commencement 
of the illness he took convulsions, and on this account 
I sent him into the Children’s Hospital. After being 
in hospital about one week he had got into a limp, 
‘inactive, more or less apathetic condition, his stools 
still being fairly frequent and blood-stained. I sent 
him home, and almost from that time he appeared to 
improve, and within another week was convalescent. 
_I do not wish to draw any conclusion from one case, 

but so disappointed had I become with the results of 
the hospital treatment of these cases that, at the be- 
ginning of the last epidemic I told Dr. Rivett, our 
Resident Medical Officer at the Children’s Hospital, 
that it would be well to start a special out-patient 
clinie for the gastro-enteritis cases. Dr. Rivett under- 
took the work with great interest and care, seeing the 
patients every morning during the acute stages. Her 
results more than justified the time and trouble she 
took with them. During this epidemic 209 cases were 
treated. Among 136 treated in the hospital, 47 deaths 
occurred, giving a case mortality of 345%. Among 


73 treated in the out-patient department, three deaths 
occurred, giving a case mortality of 4%. Children 
who were in a moribund condition, children from in- 
fant homes and orphanages and ehildren whose 
mothers had to go out to work, were always admitted. 
With the proposed assistance to be rendered by the 
Clinie nurses, I am hopeful that our results will even 
improve. I cannot give you a satisfactory explana- 
tion of why these eases should do better in their own 
homes. In my opinion, re-infection does not account 
for it, for the risks of re-infection must be greater at 
home, as a rule. 


In Sydney they have come to the same 
conclusion regarding this matter. The last 
report to hand of the Royal Alexandra Hos- 
pital for Children, Sydney, says: ‘‘As is usual 
every year, the hospital is called upon to treat a large 
number of eases of gastro-enteritis, the problem of 
the treatment of which is an extremely difficult one. 
A long and intimate association with the disease has 
convinced the Honorary Medical Staff that, where pos- 
sible, the cases should be treated in their own homes 
rather than in hospital. Acting on the advice of the 
Honorary Medical Staff, the Board has adopted the 
following policy in dealing with these particular cases: 
(1) A number of beds in a special ward are provided 
for the more urgent and destitute cases. (2) By ar- 
rangement with the District Nursing Association, a 
number of District Nurses are provided to attend on 
eases in their own homes, under medical supervision. 
The nurses of the Baby Clinies can also assist in this 
work. (3) A fund, called the ‘Babies Help Fund,’ 
has been established to assist working mothers to stay 
at home and nurse their sick babies, to provide foster 
mothers in separate homes, when such seems advis- 
able, under nursing and medical direction. So far 
this policy promises success, and the Board hopes to 
extend and perfect it as far as possible.’’ I hope to 
see a scheme of this kind at work in Brisbane be- 
fore long. 


Coming now to the actual treatment of a case, all 
are agreed, I suppose, that the withholding of all 
kinds of food, especially milk, is the most urgent 
therapeutic measure. I find the mother, as a rule, 
more easily persuaded nowadays that a child can be 
kept alive on water and its modifications for quite 
a while, and that to give milk in any form to a child 
suffering from gastro-enteritis is but to feed the dis- 
ease and not the child. In order to counteract the 
tendency towards the occurrence of acidosis, I recom- 
mend ‘the addition of sodium bicarbonate to the water. 
I do not believe in putting the child back on to milk 
until all signs of enteritis have disappeared. I make 
use of beef-juice, some form of carbohydrate food, for 
example, Mellins’ food, in which all the carbohydrate 
is in a soluble form, viz., dextrose and maltose, for 
children under six months, of water-sago, cornflour, 
crusts of bread, rusks or fingers of toast, potato and 
vegetable marrow, ete., for older children. Sour 
milk appears to do well in selected cases, where the 
diarrhea is becoming chronic and the stools are be- 
coming offensive. I have used it in very few cases. 

I am a great believer in fresh air for all gastro- 
enteritis cases. In the hospital the children are kept 
in a large, open space. In private practice I always 
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advise mothers to take the children out every day, 
preferably on to one of our suburban hills. 


An old Edinburgh professor used to say: ‘‘Put not 
your faith in drugs in the treatment of epidemic or 
summer diarrhca,’’ and we all must have felt at times 
the inefficacy of drugs in the treatment of this dis- 
ease. There are a few drugs, however, which often 
do render us assistance. In my own practice I usually 
begin with calomel, followed by magnesium sulphate. 
Calomel I give in doses of 0.016 to 0.030 gm. every half 
hour, until 0.06 to 0.12 gm. is taken, and follow it up 
with magnesium sulphate in one or two gramme doses, 
until four or six grammes, and, in some cases, even 
eight grammes, are taken. When possible, I take the 
reaction of the motion to litmus, and if I find it al- 
kaline, I give acid magnesium sulphate mixture, and 
vice versa. In a series of cases at the Children’s Hos- 
pital it was found that the reaction was not constant 
in any one case; but I intend to investigate this point 
further. The doses mentioned may seem large to 
some of you, but I believe that success lies in prompt 
action. To prescribe a drug in this disease at four- 
hourly intervals is, to my mind, but to play with the 
disease. When I first began to prescribe these doses 
I was sometimes surprised when the mother informed 
me that the bowels had not moved since the powders 
and medicine had been given. More often, however, 
one large and: several small, watery evacuations fol- 
low this treatment. If the bowels have not been moved 
too freely I often follow up with at least 4 mil. castor 
oil the next day. I have rarely used any form of 
astringent recently, and then only when the diar- 
rhea was prolonged and seemed to be exhausting the 
child. I never use bismuth, or any astringent drug, 
while the temperature is raised, or while any marked 
degree of toxemia is present. The use of astringents 
in such cases seems to me to be equivalent to plug- 
ging a drainage tube leading from a septic focus. 


I have had benefit from the use of intestinal anti- 
septics in some cases, when the acute stage has passed, 
although I always feel the apparent hopelessness of 
attempting to inhibit the growth of organisms in a 
long culture tube like the intestinal canal by means 
of such drugs. I prefer bismuth salicylate combined 
with calomel in fractional doses. Following Burney 
Yeo in his treatment of typhoid, a writer of a recent 
article speaks well of chlorine and quinine in the 
treatment of gastro-enteritis. 


Opium is tabooed by most of my colleagues at the 
Children’s Hospital, I believe, and with a good deal 
of justification, for a young child has been rendered 
comatose by one drop of laudanum. There are ocea- 
sions, however, when opium may be of service in the 
treatment of this disease. In my own practice I have 
_ used it in only a few non-toxic cases, late in the ill- 
ness. Hutchison lays down certain rules regarding 
the administration of opium in this disease, which we 
would do well to take to heart: Never give opium 
at the outset of the illness; never give it if there are 
signs of collapse; never give it when the tongue is 
furred; never wake a child to give it; never put it in 
a mixture with other drugs;....... always give 
opium if the stools are very frequent and accompanied 
by much straining, that is to say, in cases in which 
the lower bowel is particularly involved ; always give 


it if the stools are offensive and the tongue is clean, 
a condition brought about by too rapid peristalsis; 
lastly, give opium in diarrhea of the lienterie type. 
To these I would add a rule of my own: if in doubt 
whether to give opium or not, don’t give it. It cannot 
be insisted upon too strongly that the greatest cau- 
tion must be exercised in administering opium to 
young children. When I do give opium, I always 
prefer to give it by the mouth, unless, of course, the 
child is vomiting. Rectal administration of opium - 
is, in my opinion, more uncertain in its effect, and can 
have no advantage over oral administration. 

Starch enemata appear to give relief in cases in 
which there is marked tenesmus. Gastric and intes- 
tinal lavage are, no doubt, useful in certain cases, but 
I must confess that I have never had much faith in 
intestinal lavage, and have not used either in any of 
my recent. cases. 

In cases where the child is becoming inactive and 
apathetic, I find mustard baths or mustard packs of 
great service. Sometimes I order them four-hourly 
over a short period, each bath being followed by the 
rubbing in of camphorated oil. Such cases often re- 
quire some stimulant by mouth as well. 

Infusions of saline seem to fail in the very cases 
in which they appear to be indicated. Subcutaneous 
salines have never done much good in this disease in 
my experience, probably because very little of the 
fluid is absorbed. Intravenous salines are often im- 
practicable, owing to the collapsed state of the veins. 
We have not been favourably impressed with their 
value in the few cases in which we have used them 
at the Children’s Hospital. Of course, in young chil- 
dren, one might use the superior longitudinal sinus, 
which has been frequently used successfully for in- 
jections of;serum in cases of hemorrhagic disease of 
the new-born. Someone has recently reported favour- 
ably on the use of salines intra-abdominally. 

What a boon it would be if we had a specific serum 
for use in the prophylaxis and the treatment of this 
disease! If gastro-enteritis were a manifestation of 
anaphylaxis, then one might expect some good from 
subeutaneous injections of milk in graduated doses. 
It seems to me that, until an investigation has been 
made into the bacteriology and biochemistry of gastro- 


enteritis, our treatment must be more or less em- 


pirical, or, at any rate, symptomatic. I am well aware 
that such investigations have been carried out by 
Gaertner and Klein, by Morgan, of the Lister. Insti- 
tute, and by others, to some of whom we have already 
referred, but it seems to me that they should be ecar- 
ried out in each centre. If the Commissioner of Pub- 
lic Health would place the laboratory at our disposal, 
Dr. Burton Bradley, I know, would be keen to under- 
take the work. 

One word in conclusion. A very small proportion 
of our chronic cases pass into a condition of maras- 
mus or atrophy. It has been suggested that, apart 
from those cases in which there is a superimposed 
infection, such as occurs in pyelitis, this condition is 
brought about by improper feeding after the acute 
stage is over. Some advise that, after the child has 
been on water and its modifications for 24 or, at most, 
48 hours he should be given some form of food. Acecord- 
ing to Grulee, in his book ‘‘On Infant Feeding,’’ the 
various constituents of milk and carbohydrate foods 
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are irritating to the child in the following order : 
‘ sugar, fat, starch and protein (of cow’s milk) ; if we 
can have a food which contains only protein we will 
fulfil our indications best. In my practice, as I have 
already stated, I defer giving milk curds until the 
diarrheea has “ceased, and I cannot recall one ease in 
which I regret having done so. The patients I have 
lost have usually died from acute toxemia. Had I time 
I would like to compare the diets in gastro-enteritis 
and the two allied bowel affections, dysentery and 
typhoid fever. 


Reports of Cases. 


‘ TWO INTERESTING CASES. 


By H. Skipton Stacy, M.D., Ch.M. (Syd.), 
Honorary Surgeon, Sydney Hospital. 


A Case of Tendon Transplantation. 

F.S., aged 23, complains of loss of power in the left arm, 
inability to. pronate and supinate completely, or to extend 
the fingers, especially the thumb. Eighteen months ago he 
had a gun shot wound on the extensor aspect of the forearm. 
He has had impaired use of his hand ever since. 

On examination it was found that there was a scar on 
the extensor aspect of the forearm, over the upper part 
of the supinator muscle, and another scar on the flexor aspect 
through which the wound was drained. The forearm was 
much wasted; pronation and supination were incomplete; 
the fingers could not be extended, though the wrist could. 
It was evidently a case of injury to the posterior inter- 
osseous nerve. 

For the relief of this I thought it useless to attempt to 
pick up the nerve and suture it. I therefore decided to 
transplant the tendon of the flexor carpi radialis into the 
extensor tendons of the fingers and thumb. The flexor carpi 
tendon was exposed at the wrist and divided near its in- 
sertion; through a subcutaneous tunnel made by a pair of 
Howard Kelly forceps its distal end was brought to the 
radial aspect of the forearm 10 centimetres above the 
wrist, and then, by a similar tunnel, brought down 
on the extensor aspect to the extensor tendons at the 
wrist. Through slits made at a higher level in the extensors 
of the thumb and at a slightly lower level in the extensors 
of the index finger, the flexor tendon was inserted and su- 
tured. It was then directed through slits made at a lower 
horizontal level through the remaining finger tendons and 
sutured to them. The limb was placed on a dorsi-flexed 
splint. There was a little superficial supuration, but this 
Was soon overcome. 

In about three to four weeks massage and passive move- 
ment were commenced, and he was very soon able to extend 
his fingers. Now he can extend his thumb and fingers com- 
pletely, but as he does so he flexes the wrist, showing that 
he has not learned to dissociate the flexor carpi radialis from 
its flexor function. In the hope of overcoming this he has 
. been instructed to concentrate his attention and thoughts on 
this muscle as he extends his fingers. His hand is cer- 
tainly very much more useful to him than it was. 


Case of Varicosity of Pelvic Veins. 

This was a case of a girl, E.M., aged 21 years, who was 
admitted to the Sydney Hospital several months ago, com- 
plaining of bleeding from the anus for the last five weeks. 
She had been operated on three years ago for the same com- 
_ plaint. (She is said to have been cauterized for an angioma 

of the anal mucosa.) <A year later she was in hospital 

again with a recurrence of the hemorrhage. 

_ She was single; her menstrual periods were regular, ex- 
cept during the attacks of bleeding, when she has amenor- 
rhea. She was very anemic, her red corpuscles being down 
to 1,620,000 per cmm. She was kept in bed and given cal- 
cium lactate by mouth and horse serum subcutaneously, but 
in spite of everything the oozing persisted, although the blood 
condition improved, the red cell count going up to 2,360,000 


1 Read at a Meeting of the New South Wales Branch f 
Medical Association on August 5, 1918. ci 


per c.mm. One month after admission, as the oozing per- 
sisted, she was put under an anesthetic. Proctoscopic- ex- 
amination showed an extremely varicose condition of the 
veins of the rectum; the sigmoidoscope showed marked 
varices up as far as could be seen. Through the anterior 
wall of the rectum, about 7.5 cm. up, could be felt a hard, 
smooth mass. Laparotomy was performed, with a view to 
a colostomy being done, but as there were large clumps of 
veins seen in the iliac colon, and_as the general condition 
was becoming very bad, the abdomen was closed without 
delay. 

She died about twelve hours later, the anti-shock solu- 
tion of gum acacia, sodium bicarbonate and saline solution 
being injected intravenously without avail. 

For the autopsy notes I am indebted to Dr. Temple Grey 
(Resident Pathologist to the’ Hospital); they are as follows: 

The pelvic colon is studded with numerous varices. The 
rectum is occupied by a large, flat tumour. The uterus is 
small and varicose, the ovaries edematous and the vagina 
varicose. All the pelvic organs are in a condition of ex- 
treme varicosity, but especially the pelvic colon. There is 
no sign of any obstruction to the venous return in the abdo- 
men. Histologically the tumour is an angioma. ~ 
Comments.—The condition was evidently a congenital 
one. For the relief of the bleeding a left lumbar colostomy 
might have succeded, with all the knowledge now at our 
disposal. With a similar case in the future I would not 
attempt more than a sigmoidoscopic examination at the one 
sitting, leaving any operative procedure to a week or so later. 


Reviews. 


GREEN’S PATHOLOGY. 


Bosanquet and Topley have revised, enlarged and re- 
illustrated Green’s “Manual of Pathology.’* This manual is 
not expensive nor bulky, and is specially suited to the re- 
quirements of medical students and general practitioners. 
It belongs to the University Series of Manuals, amongst 
which are also Rose and Carless’s “Surgery” and Castellani’s 
“Tropical Medicine.” The illustrations, whilst not of the 
quality of the more expensive American text-books, are yet 
numerous and well chosen. 

Three chapters are devoted to parasitology, one to metazoa, 
another to bacteria, and the third to protozoa. The spiro- 
chetes are well placed amongst the protozoa. It is doubtful 
whether one chapter devoted to bacteriology out of thirty- 
four chapters gives the student a true perspective of its rela- 
tive importance in pathology. The reviewer holds that it is 
more consistent with modern tendencies to keep bacteriology 
separate from pathology and morbid anatomy. 

The chapter on immunity has been enlarged, and is lucidly 
written for students. The authors show that the tendency 
is to explain immunity reactions by the adsorption theory 
of Bordet and his English supporters, rather than by the 
complex devices of Ehrlich. They quote Dean’s unitarian 
view of immunity, which suggests that the various serum 
reactions are simply different methods of observing and 
measuring one single reaction, and the different attendant 
phenomena, precipitation, agglutination, lysis, etc., depend 
on the nature of the antigen, the relative proportions existing 
between the antigen and the antibody and the presence or 
absence of normal serum containing complement. 

In the chapter on injury and repair, the repair of each 
special tissue is dealt with separately, and there isa short 
section dealing with transplantation of tissues. The chap- 
ters dealing with the morbid anatomy of special organs are 
concise, well written and adequately illustrated by typical 
specimens. Theoretical considerations and explanations of 
morbid phenomena are lightly touched upon, and the authors 
take up a conservative standpoint, as is right in a manual 
designed for students. 

Altogether, this work is an excellent manual of pathology 
for examination purposes, but is inadequate as regards 
bacteriology. 


1 Green’s of Twelfth Edition, 

with four coloured plates and 248 figures in the text. ce, "Ta. et. 
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Pioneers or Reactionaries. 


When the National Insurance Bill was first intro- 
dueed to the people of Great Britain, when the New 
South Wales Branch of the British Medical Associa- 
tion first undertook the reform of lodge practice, and 
when the two Australian political parties considered 
the nationalization of the medical profession as planks 
of their party platforms, the medical profession recog- 
nized that the mareh of science and general enlight- 
enment had ereated a demand for a reform within 
its ranks. There was no definite shape given to this 
neeessary reform. There was but a sort of subcon- 
scious admission that medical practice had not kept 
pace with the advance in knowledge. A change was 
obviously needed, but no one appeared to know what 
kind of change, or how the change could be effected. 
The war has created a new environment, and has 
been the instrument for the precipitation of the revo- 
lution whieh was inevitable. Men began to think and 
sought to discover the defects. The experience in 
Great Britain of the failure of national insurance 
to provide a solution of the large and real demand 
finds its parallel in Australia. Lodge practice in 
those States where tolerable conditions have been 
introduced has provided a better service, but the com- 
munity remains unaffected by the change. The indi- 
vidual has benefited because the relations between the 
doctor and his patient have improved. The need for 
a much deeper reform still exists and is becoming 
nore urgent. 

In Great Britain the politician has sought to find 
the solution by the suggested establishment of a Min- 
istry of Health. In this the politician has received 
the support of the medical profession. We in Aus- 
tralia have had six ministries of public health for some 
time, and the defects are even more manifest than 
before. The proposals in Great Britain have not 
stopped at the establishment of a governmental health 
department. 


Proposals have been put forward to |, 


widen the scope until the co-operative activities of 
every individual have been encompassed. ‘The mas- 
terly Cavendish Lecture by Sir Bertrand Dawson has 
been followed by a still more important utterance by 
Sir George Newman, K.C.B., the Chief Medical Officer 
of the Board of” Education, on Medical Education 


in England. The Editor of the Lancet, Dr. Squire 


Sprigge, and Sir T. Clifford Allbutt, K.C.B., the Pre- 
sident of the British Medical Association, have added 
weighty advice on the important subject. 

We have admitted in these columns for a long time 
that the force underlying the demand for a radical _ 
change in the medical profession has been ealled into 
being by the failure on the part of the practitioner 
of medicine to master the sciences comprising his pro- 
fession and to apply the knowledge for the benefit of 
the community. The fault is largely to be found in 
the methods of professional education, but almost of 
equal importance is the fact that the energies of the 
individual practitioner are directed towards the diag- 
nosis, alleviation and cure of single pathological affec- 
While the politician, mistaking the real issue, 
anticipates an improvement in the health of the com- 
munity by changing the method by which the indi- 


tions. 


vidual obtains medical attendance, he overlooks the 
general thesis that the application of treatment to a 
patient has a very limited significance. This plan is 
analogous to the employment of persons to feed the 
weak and starving during a famine, instead of exert- 
ing every effort toward the production of food. Even 
if the effect of the application of remedies to patients 
suffering from diseases be regarded in the aggregate, 
it must be obvious to all that the gain to the com-— 
munity is but small, as compared with the result of 
concerted action aiming at the prevention of pre- 
The defect in the relations of the 
medical profession to the public is not connected with 
the application of curative medicine. It is in the 
failure to apply accumulated knowledge in the pre- 


ventible diseases. 


vention of disease. 

Opinions are divided within the medical profession 
whether any measure of reform should be initiated by 
the profession, or whether the proposals of the poli- 
ticians should be awaited, and, when presented, 
guided to suit the mass of the medical profession. The 
choice seems to lie between being leaders in reform 
or being pushed along a channel, possibly ill-con- 
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structed for its intended purpose. Apparently the 
reactionaries have lost sight of the grave disadvan- 
tage of permitting hygiene and preventive medicine 
being moulded to suit the politician’s programme. 
Sir George Newman holds the opinion that every 
member of the community can participate in the 
work. He would have been wise had be excluded the 
"professional politician. A Ministry of Health is not 
a panacea, but if precautions are had to ensure that 
professional work is placed under the control of a 
staff of permanent officers selected on account of their 
. knowledge and attainments, something approaching 
ideal conditions would be possible. It is outside our 
province to deal with the future of the medical pro- 
fession in Great Britain. The influence of the medi- 
cal press should, however, be felt in Australia, and, 
consequently, we have found it necessary from time 
to time to recur to this eminently important matter. 

If it be admitted that the health of the community 
is not being properly safeguarded, it becomes neces- 
sary to formulate some general principles on which 
a reform is desirable. The most urgent matter is the 
institution of a simpler and more comprehensive 
system of administration of public health control. 
The remedy is the federalization of this control. The 
vicissitudes of political life render it unavoidable 


that the layman entrusted with the portfolio of Public - 


Health will utilize innumerable ideas aiming at dimin- 
ished morbidity and mortality for parliamentary and 
campaign purposes. The Minister or aspirant to 
office, being inexpert, would be incapable of diserimi- 
nating wisely and safely between the good and the 
bad, the sound and the impracticable. Moreover, ex- 
perience teaches us that there is often a want of sin- 
eerity, and, as a result, the measures passed are those 
which command the greatest popularity and those 
whick promise the greatest utility are often brushed 
aside, or, if enacted, are not enforced. The dangers 
of popular health administration is six times greater 
under State control than they would be under one 
Federal Minister. We have already pointed out that 
the problems vary only to a slight extent according 
to locality, and that it is extravagant and clumsy 
to multiply the centres of administration. The com- 
munity “nust suffer in one or other State when, owing 
to the narrow outlook of the Minister or of his pro- 
fessional advisers, measures which are in line with 


modern science, are not adopted. Within recent years 
Australian communities have suffered grievously from 
the indifferent or bad administration of the perman- 
ent head of the medical staff of the department. 


In the second place, it is necessary to institute a 
reform of the permanent public health service. Un- 
der the present systems, the first medical officer is 
in an autocratic position, and is rarely held respons- 
ible for the actions and omissions of his department. 
The boards of health are clumsily constituted. They 
either do not possess the power, or, if they have the 
power, do not exercise it, to check the activities of 
the service and to guarantee to the public that full 
advantage is being taken of the knowledge already 
accumulated. Nor do they make use of the ingenuity 
of the members of the service for the purpose of ex- 
tending our knowledge of disease and its prevention. 
The new system must provide for the adequate carry- 
ing out of measures in every part of the Common- 
wealth. The responsibility must be graded from the 
highest to the lower officer in the service, ‘and incom- 
petence must be excluded. One responsible Federal 
medical officer should have direct control over the six 
heads of the six State departments. Each of these 
six officers should be required to organize on estab- 
lished plans the various sub-services, and should also 
have control over the district medical inspectors, in 
whom the local administration by local health officers 
should be vested. The relations of the public health 
service and the municipalities should be properly de- 
fined and the health departments of the urban and 
rural boards should be subjected to direct depart- 
mental supervision. The whole system should be very 
wide awake and active, and sleepiness and procras- 
tination of action should be permanently excluded. 
Persons who, under the present system, allow things to _ 
drift, would be incapable of adapting themselves to 
the busy and watchful conditions of the reformed 
service. It would be economical to grant all these 
officers pensions and to enlist the assistance of ‘more 
energetic men and women. Lastly, the general prac- 
titioner must no longer regard himself as having no 
publie health duties. Team work in observation and 
research is absolutely essential for the adequate con- 
trol of preventible disease. Information possessed by 
the practitioner, propérly safeguarded, should be 
made available for this purpose. The public health 
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medieal officers should be in a position to require gen- 
eral practitiohers to examine the bodies of the sup- 
posedly healthy persons who regard them as their 
usual medical attendants, and to collect body fluids 
and other material for laboratory investigation. Un- 
der certain properly safeguarded conditions practi- 
tioners who specialize in the various branches of medi- 
cine, would be required to meet the usual medical 
attendants and to conduct special examinations. The 
individual would but rarely refuse to submit himself 
to an examination by his usual medical attendant, 
especially if it were pointed out that the purpose of 
the observations was the collecting of information to 
be used for combating or preventing certain diseases. 
The individual would be assured that the information 
would be given without disclosing his identity. It 
might be more difficult to obtain his sanction for an 
examination by a specialist or other stranger, but, in 
this case, the usual medical attendant would use his 
influenee. The cost of this team work would be borne 
by the service, and inasmuch as the duties would 
vary widely, the remuneration should be for work 
done and not by salary. 


The third reform essential for this scheme must be 
a re-casting of medical education. The university 
curriculum must be reconsidered and the academic 
idea must be tempered by an infusion of the spirit of 
research and of practical hygiene. Students will have 
to be taught that medicine is a profession and not a 
trade. Each medical practitioner must acquire scien- 
tific knowledge, to be applied in the interests of the 
community. It is not sufficient for modern require- 
ments that a maximum amount of technical skill in 
the performance of a surgical operation should form 
the equipment of the practitioner, and that his aim 
in life is to make a good living. More important than 
technical skill is knowledge that will enable him to 
make a correct diagnosis without cutting to see. As 
there are many. branches of medicine which are 
searcely touehed in the ordinary curriculum to-day, it 
would be of practical advantage if every medical 
graduate, after registration or after serving as a resi- 
dent medical officer at a hospital, were appointed for 
two years at a low salary to the public health service, 
in order that he might learn this side of his profes- 
sional science from a practical point of view. One 
year should be spent in the laboratory and one year 


as assistant to a local officer of health. If the prac- 
titioner showed promise in either branch, he should 
be offered a position in the permanent service, and the 
prospects of a successful career should be good. In 
addition, an elaborate system of post-graduate courses 
of study should give the practitioner an opportunity 
of keeping abreast of the times in any branch of 


medicine. 


WAR DEAFNESS. 


Otologists have given a great deal of careful 
thought and observation to the cases of deafness 
which oecur in great numbers among our troops on 
active service. It has been estimated that about 16° 
of the men admitted to evacuation hospitals in the . 
French Zone des Armeés on account of illness showed 
aural affections. The great diffienlty experienced has 
been to distinguish between neuroses and actual ear 
lesions. This difficulty was accentuated by the fact 
that the affections were officially classified as shell 
shock, a term which suggests a central nervous com- 
motion rather than an actual trauma. Concussion 
deafness is common in the present war, because the 
explosive force of the modern shell is terrific. At 
times the effects of the concussion are complicated 
by wounds, either in the neighbourhood of the ear or 
in some other part of the body. A careful investiga- 
tion has revealed that many of the wounded, who 
were (fuite unaware of any interference with hearing, 
were found to be deaf. J. S. and John Fraser de- 
scribed in 1917 a series of cases in which the con- 
cussion had led to the rupture of the tympanic mem- 
brane and to hemorrhage in the internal auditory 
canal and in the middle ear. More recent observa- 
tions have revealed that nearly every case of con- 
cussion deafness is based on some physical trauma. 
J. Gordon Wilson? and P. MeBride and A. Logan 
Turner? teach that the association is very frequent. 
The former author found hemorrhage by rhexis and 
by diapedesis in the zone where the cochlear nerve 
enters the modiolus, edema in the neighbourhood of 
the cochlear ganglion, small cell infiltration of Reiss- 
ner’s membrane, edema and hemorrhage in the stria 
vascularts, similar changes in the basilar membrane 
and in the organ of Corti, and some slight effusion 
in the membranous labyrinth. Rupture of the drum 
and hemorrhage into the middle ear spaces are appar- 
ently always manifested by loss of hearing, while 
inner ear lesions give rise to vertigo, tinnitus and 
deafness. The differentiation between traumatic 


deafness, deafness due to cerebral commotion and 
_hysteria or malingering has to be undertaken with 


caution. Too much reliance should not be placed in 
the vestibular reaction, since, as McBride and Logan 


-Turner demonstrate, some men react normally to 


these tests and are nevertheless victims of traumatic 
deafness. On the other hand, the astute observer will 
be put on his guard concerning the possibility of an 
hysterical origin of the deafness or of the presence 
of malingering by distinct, concurrent signs. The 


1 Journal of the American Medical Association, August 24, 1918. 
2 The Lancet, July 20, 1918. 
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perception of sound may be diminished in traumatic 
eases over the whole normal range, both for bene and 
for air conduction. In certain cases recovery of near- 
ing follows, even after complete abolition of the per- 
ception of sound. In these cases the bone conduction 
is perceived before the air conduction. As a rule, 
however, the prognosis is very bad. Gordon Wilson 
holds that it is possible in many cases by utilizing 
summation of stimuli to awaken a perception of sound 
through the mastoid. The oniy alternative to treat- 
ment by gradual functional exercise is lip- reading, a 
very indifferent 


PELLAGRA. 


Every now and again practitioners in Australia 
are reminded of the possibility of the oeeurrence of 
pellagra in the Commonwealth by a case bearing 
some clinical resemblance to this disease. It should 
be remembered that pellagra may oceur in any part 
of the world, and that Castellani, who has had a con- 
siderable experience of this imperfectly understood 
affection, pointed out some time ago that pellagra 
should be looked for in every country, without any 
preconceived idea as to its xtiology. That this advice 
is sound is proved by the fact that agreement con- 
cerning the etiology of the condition has not vet been 
attained. The theory which apparently has obtained 
the greatest support is that the disease is a deficiency 
disease, the food being deficient in the suppositious 
substances called vitamines. In the ease of beri-beri, 
the xtiological réle of the lack of some ferment-like 
body has been demonstrated beyond doubt. Whether 
vitamines, in the sense in which this term was em- 
- ployed by Funk, or some less tangible constituent of 
cereals are the missing elements which induce the 
development of beri-beri, is still uncertain. In the 
ease of pellagra the deficiency theory has no sound 
experimental basis, and is only put forward in the 
absence of some more plausible guess. The parasitic 
theory of the affection has also been put forward as 
a theoretical suggestion, unsupported by evidence. 
We are quite in the dark concerning the causation 
of this disease, and therefore should harken to Cas- 
tellani’s warning. A. Viswalingham has published 
an excellent short account of the disease illustrating 
his descriptions by the clinical histories of a few 
cases... The characters of pellagra are periodic at- 
tacks of gastro-intestinal disturbances, the appear- 
ance of skin lesions and degenerative changes in the 
nervous system. The author points out that the prog- 
nosis is almost uniformly unfavourable. When the 
xtiological factors have been more closely studied, it 
may be possible to arrest ¢he disease in its early 
stages. In any ease, it is of importance to know 
how to reeognize it as early as possible. It attacks 
persons of from 35 to 50 years, and apparently affects 
males much more frequently than females. The pro- 
dromal symptoms are disinclination for work, fatigue 
and muscular weakness, loss of appetite and oeca- 
sional attacks of diarrhwea. The skin lesions appear 
at an early stage and are usually symmetrical. They 
begin as an erythema distributed in those parts which 
are exposed to the sun’s rays. In the next place the 


1 The Journal of Tropical Medicine and Hygiene, August 1, 1918, 


patient feels numbness of the legs and discomfort 
after meals. As the disease developes the symptoms 
increase in intensity. The tongue becomes raw in ap- 
pearance and its dorsal surface is cracked and _fis- 
sured. Salivation may be excessive. The pharynx 
and @sophagus become congested and the patient com- 
plains of a burning sensation on swallowing. The 
erythema is soon complicated by a bullous eruption. 
The bulle burst and the lesions uleerate. Each lesion 
is marked by a well-defined edge of pigmented skin, 
often raised above the level of the surrounding 
healthy skin. The elasticity of the skin is lost and a 
condition not unlike exfoliative dermatitis super- 
venes. In addition to the general muscular weakness, 
various forms of paresthesia are noted. Ineco-ordina- 
tion appears, and there may be vertigo. The patients 
become dull and apathetic. A mononuclear leucocy- 
tosis is usual. The urine is found to contain indiean. 
As the disease progresses, extreme emaciation occurs 
and death follows from exhaustion. It is probable 
that if the practitioner thinks of pellagra, the diag- 
nosis will not be difficult in any ease. 


THE INFLUENZA EPIDEMIC. 


The epidemic at present raging in South Africa 
and other parts of the world is usually referred to 
as an influenza epidemic, although the evidence of its 
nature is still wanting. We learn that the bacterio- 
logical investigations conducted in Europe are highly 
suggestive of the disease being caused by a strepto- 
coccus, either alone or in association with the pneu- 
moecoceus. According to the British Medical Journal 
of August 10, 1918, the Medical Research Committee 
was at that time collecting information, but had been 
attracted to the publication of the summarized replies 
to an enquiry initiated by the Editors of the Deutsche 
mediziniche Wochenscrift. It appears that the influ- 
enza bacillus of Pfeiffer has been isolated in but few 
eases. Up to the present .we are unaware of any 
authoritative statement concerning the causal organ- 
ism of the disease in South Africa. It has been re- 
corded that cases of a disease clinically indistinguish- 
able from influenza have been observed in Sydney, in 
which the Pfeiffer organism in pure culture has been 
recovered from the sputum during attacks of a com- 
plicating pneumonia. Unfortunately, the number of 
observations appears.to be very small. For the pre- 
sent, therefore, it is advisable to regard the affection 
as influenza, although it may be necessary at a later 
date to alter the description to a septicemia due to 
one of the streptococci or to the pneumococcus. 

Steps have been taken to cope with the introdue- 
tion of the disease from South Africa. In the Com- 
monwealth of Australia Gazette, No. 163, of October 
17, 1918, three proclamations are issued. In the first 
South Africa is declared a place affected with influ- 
enza for the purposes of quarantine; in the second 
influenza or any febrile toxic septicemie condition 
similar to influenza is declared to be a quarantinable 
disease, while in the third the ports of Fremantle, 
Adelaide, Melbourne, Sydney and Brisbane are re- 
garded as first ports of entry for vessels arriving 
from the Union of South Africa. These proclama- 
tions are necessary to enable the Director of Quaran- 


' tine to institute measures of quarantine of ships and 
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persons in connexion with the present outbreak. The 
quarantine period has been fixed at seven days, and 
the first application of the measure took place in con- 
nexion with 50 passengers on board a ship which 
arrived at Darwin from Singapore. Another ship, 
the Charon, from Singapore, has arrived at Broome, 
and will be sent to quarantine at Fremantle. Several 
of those on board are suffering from influenza, and in 
some cases the disease is to be severe. 


Public Realth. 


NEW SOUTH WALES. 


The following notifications have been received by the 
Department of Public Health, New South Wales, during the 
fortnight ending October 12, 1918:— 

Metropolitan Hunter River 
Combin: Co 


mbined Rest of 
District. District. State. Total. 
“Cs. Dths. Cs. Dths. Cs. Dths. Cs, Dths. 
Enteric Fever .. 7 2.. 0 | 
- Scarlatina .. .. 19 0.. 0 
Diphtheria .. .. 62 5.. 4 wine: 


C’bro-Sp’l] Menin. 4 1.. 0 0. 1.. 6 
* Notifiabl in the Metr itan and H Hunter ver Districts, at 
‘a Mountain Shire and Katoomba 

Municipality. 


VICTORIA. 


The following notifications have been received by the 
Department of Public Health, Victoria, during the week end- 


ing October 13, 1918:— 


Metro- Rest of 
State. 


litan. Total 

Cs. Dths, Cs. Dths. 

Enteric Fever... .. .. 1 0.. 1 0.. 2.0 
Scarlatina.. .. :. .. 29 0..17 0..46 0 
Diphtheria.. .. 96 14 
16 


QUEENSLAND. 


The following notifications have been received by the 
Department of Public Health, Queensland, during the week 
ending October 12, 1918:— 


Diseases. No. of Cases. 


SOUTH AUSTRALIA. 


The following notifications have been received by the 
Central Board of Health, Adelaide, during the fortnight end- 
ing October 5, 1918:— 


Rest of 

Adelaide. State. Total, 

Cs. Dths, Cs. Dths. Cs. Dths. 
Morbilli i oO 
Pertussis .. 5 20:89" 
Favus .. 0 0 


A FORGED DIPLOMA. 


We have received the following details of the application 
of an individual calling himself Harry Christian Watson 
for registration as a legally qualified medical practitioner in 
the State of Victoria from the Medical Board of Victoria. 


On April 9, 1918, a man calling himself Harry Christian 
Watson appeared before the Board for the purpose of be- 
coming registered as a legally qualified medical practitioner, 
and submitted what purported to be a diploma of “M.B. et 
Ch.B., Royal Univ. Ireland, 1906.” A diploma of the Univer- 
sity named was obtained, and as it differed materially from 
the document submitted by Watson, the Board deferred 
registration and instituted enquiries. . 


Prior to making application for registration, Watson had 
accepted a position as medical officer to a medical institute 
of the friendly societies at Essendon and had commenced 
practice. As a result of the Board’s refusal to register him, 
he was prosecuted for practising as a medical practitioner 
without being registered, and was fined the maximum pen- 
alty—£50 and costs.. 

The Registrar of the National University of Ireland, 
Dublin, with which the late Royal University has been in- 
corporated, replied to the Board’s enquiries in the following 
terms:— 


Lord Shaftesbury, whose signature appears on the said 
photograph as Chancellor, was never connected with the 
late Royal University of Ireland, whether as Chancellor, 
Vice-Chancellor, member of Senate or in any official ca- 
pacity whatsoever. That “W. St. Clair Symmers” was 
not Dean of the Faculty of Medicine, and that “Johnson 

- Symington” was not Registrar. As a matter of fact, 
there were no such offices in the late Royal University 
of Ireland as “Dean of the Faculty of Medicine” and 
“Registrar.” 


THE 
Royal University of Ireland 
Ju the Name of the Senate 


and by Authority of the Same 


Be it Known 


having fulfilled all the requirements and having passed all the examinations 
prescribed by the By-Laws has been this day admitted to the following degrees 
Bachelor of Medicine 
Bachelor of Chemistry 
Bachelor of Surgery 
ant oth tached oth same by Fal Catrina wher te 
Senate has Authorized the Corporate 


Facsimile of Forged Diploma. 


A facsimile of the document submitted by Watson is 
shown, It will be seen that this document is a forgery. 
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Abstracts from Current Medical 
Literature. 


SURGERY. 


(136) Acute Intestinal Obstruction. 


In an analysis of twenty-four cases 
of acute intestinal obstruction by Lynch 
and Draper (Medical Record, August 
17, 1918), the authors maintain that 
their low mortality of 25% was due to 
their following the Murphy dictum: 
“Get in quickly and get out quicker.” 
There were five cases of intussusception 
in the series, with one death, eight of 
obstruction from. post-operative bands, 
with three deaths, and five from can- 
cer, with two deaths. They recognize 
three arbitrary periods in obstruction, 
the first until the forty-eighth hour, the 
second until the seventy-second hour, 
the third after that time. All patients in 
this series who were. operated on dur- 
ing the first period lived; 90% of those 
operated on in the second period also 
lived; none survived after reaching the 
third period. The authors are: unable 
to connect mechanical trauma with 
post-operative adhesions, and maintain 
that adhesion formation depends on the 
fibrogenetic and fibrolytic functions of 
the individual. The intensity of pain, 
in their opinion, is directly proportion- 
ate to the strength and irregularity of 
the peristaltic wave. The pain is peri- 
odic, increasing to a climax and declin- 
ing to a period of rest, whereas the pain 
of peritonitis is constant, and, though 
subject. to fluctuations in intensity, 
never entirely disappears. In the first 
period there is no alteration in tem- 
perature or pulse-rate. The second pe- 
riod is marked by vomiting and a slight 


-rise in the pulse-rate. ‘There may also 


be some distension. In the third period 
the intensity of the pain has dimin- 
ished and its character changed, but it 
remains more or less constant. This is 
due to peristaltic inaction and localized 
peritonitis. The patient becomes dis- 
tended and apathetic, and frequently 
says that he feels better. This is a 
serious danger signal. Drugs in intes- 
tinal obstruction are a great danger, 
and enemata may lend a false security 
by encouraging delay, with the passage 
of a small amount of feces and gas. 
Unless there is a distinct recession of 
all pain, with copious movements of 
gas and feces, the patient is still in 
danger. 


(137) Carrel-Dakin in Empyema. 


A preliminary report on 45 cases of 
empyema treated by the Carrel-Dakin 
technique is communicated by Stewart 
(Med. Record, August 10, 1918). Three 
to five Carrel perforated tubes were 
placed in the empyema cavity, extend- 


“ing to all points. The tubes were stiff- 


ened with fine silver wire, and com- 
presses (wet with Dakin’s solution) 
placed round the tubes externally. Full 
strength Dakin solution was instilled in 
80 to 100 c.cm. amounts every hour 
during the day and every two hours at 
night. Dressings were made daily, and 


a smear from inside the pleural cavity 


taken for microscopical examination. In 
the first cases closure took place spon- 
taneously in from three to seven weeks, 
no effort being made to suture the 
wounds. In the later cases secondary 
suture was practised, when steriliza- 


. tion was shown by the bacteriological 


curve. In this way it was possible to 
close the wounds on an average in 14 
days. The patients after operation 
seemed free from the usual toxemia 
and the temperature dropped quickly. 
Thirty-two of the cases were strepto- 
coccal infections and nine pneumo- 
coceal. There were 12 deaths in the 
series—nine of them in the streptococ- 
cus group. At autopsy it was seen 
that in five there was pericarditis, to- 
gether with other lesions; in one there 
was tuberculosis and in three pneu- 
monia of the opposite lung. The author 
claims to have been able to return pa-~. 
tients to duty 21-days after operation. 
One man had pneumonia, empyema, op- 
eration, sterilization and closure, and 
was ready for duty in 26 days. 


(138) Csophageal Diverticula. 


Thirty-five cases of cesophageal di- 
verticula are reported by E. S. Judd 
(Surg.,, Gynec. and Obdstet., August, 
1918). These diverticula are really her- 
nize of the mucous membrane and sub- 
mucosa, through the muscular coat. 
Two types are distinguished. The trac- 
tion diverticulum, due most often to the 
cicatrix of a suppurating gland, occurs 
most commonly where the csophagus 
crosses the left bronchus. It usually 
produces no symptoms, because its apex 
is higher than its base, so that food is 
not likely to accumulate in it. Pressure 
diverticula are always situated in the 
cervical region, at a point opposite the 
cricoid cartilage. Here there is a weak 
spot in the musculature, owing to a 
hiatus in the longitudinal muscle. In 
all Judd’s cases the opening was pos- 
terior, and most frequently the sac 


_ presented on the left side. The causal 


factors are unknown, but it has been 
shown that pressure in the csophagus 
is greatly increased during deglutition, 
especially if the food is not masticated. 
Previous to Judd’s cases, about 150 
pressure diverticula had been reported 
in the literature, and in Stetton’s list of 
60 cases submitted to operation there 
was a mortality of 16.6%. Symptoms 
rarely develope until the patient reaches 
45 years of age. Dryness of the throat 
and a “scratchy feeling,” with nausea, 
are the early symptoms complained of. 
Later mucus and undigested particles 
of food are brought up, and later still 
dysphagia and regurgitation occur. A 
visible, palpable tumour appears only 
when the sac is large. The size of the 
sac varies, and also its opening varies 
greatly. The diagnosis depends on X- 
ray examination, following a bismuth 
meal, and also upon the use of the 
cesophagoscope. The condition has to 
be distinguished from  cardiospasm, 
cesophageal stricture and cancer. The 
treatment is surgical, but should be as 
conservative as possible. The patient 
should be first of all put into good con- 
dition by feeding with a stomach tube, 
if necessary. The loss of weight is 
often great. Dilatation with. large 


bougies may help to relieve the ‘symp- 
toms. Bevan folds up the sac with 
purse-string sutures without removing 
it. The mucous membrane is not opened, 
so that the risk of infection is mini- 
mized. When this can be done it is the 
operation of choice, but when the sac 
reaches down to the thorax and is very 
large it is advisable to do the two-stage 
operation described by Murphy. In the 
first stage the sac is dissected out, 
twisted and sutured in position, to allow 
granulations to form around it. Twelve 
to fourteen days later the sac is re- 
moved. There were two deaths in 
Judd’s series; in both cases the patients 
were old and feeble, and death occurred 
on the second day. In two other cases 
there was some slight evidence of re- 
currence. 


(139) Carcinoma of the Umbilicus. 


Two cases of carcinoma of the um- 
bilicus are recorded by Warner (Surg., 
Gynec. and Obstet., August, 1918). This 
condition may be primary or secondary. 
The vast majority of primary carcino- 
mata of the umbilicus are adeno-car- 
cinomata, due to the embryological fact 


_that the omphalo-mesenteric duct is 


lined by the same epithelium as the in- 
testines. After the obliteration of the 
duct some of this epithelium may per- 
sist, and from this element adeno-car- 
cinoma  developes. Secondary car- 
cinoma of the umbilicus, which is much 
more common, may follow cancer of the 
stomach, gall-bladder, ovary or intes- 
tines. It is not always easy to see what 
lines of lymphatics are used for this 
transmission of cancer cells, but Hand- 
ley has shown that cancer cells may 
extend into lymph channels by continu- 
ous growth, and that the growth may 
take a direction against the normal 
lymph current. Anatomically, the 
superficial lymphatics of the upper part 
of the umbilicus drain into the axilla; 
those of the lower part into the inguinal 
glands. The deeper lymphatics have 
not been so well worked out, but there 
is apparently a lymphatic connexion be- 
tween the pelvis and the umbilicus. 
Warner's first case was one of adeno- 
carcinoma secondary to cancer of rec- 
tum. Only one case had previously been 
recorded in which the primary growth 
was in the rectum. His other case was 
secondary to pyloric cancer. The prog- 
nosis of primary umbilical cancer is 
good if the diagnosis in made early and 
wide removal practised. In secondary 
cancer it is very unfavourable, owing 
to the wide infiltration. 


GYNASCOLOGY AND OBSTETRICS. 


(140) The Induction of Labour 
at Term. 

Charles B. Reed (Surg., Gynec. and 
Obstet., August, 1918) argues strongly 
in favour of the termination of a preg- 
nancy: at full maturity of the fetus. 
He refuses to place reliance on the date: 
of term calculated from the period of 
amenorrhea and from the date of 
quickening. Ahlfeld’s measurement of 
the foetus in utero, McDonald’s man- 
cuvre for determining the size of the 


October 26, 1918.] 


THE MEDICAL JOURNAL OF AUSTRALIA. 


355 


uterus at term, and Perret’s procedure 
for ascertaining the bi-parietal dia- 
meters of the head from the occipito- 
frontal measurements provide definite 
evidence of the maturity of the babe. 
In the next place, he insists that in the 
hands of a competent obstetrician, 
working in a well-equipped‘ clinic, the 
induction of labour offers less danger 
than does spontaneous labour with an 
over-mature foetus. He has found that 
labour is best induced by means of the 
Voorhees bag, and he claims that the 
woman is spared a prolonged first stage 
in this way. By conserving strength, 
the liability to infection is diminished 
and the labour is reduced to a clean 
surgical procedure. He shows that 
the introduction of the bag does not 
alter the position of the foetal head ap- 
preciably. In a few cases a deliberate 
attempt was made to,.push back the 
head presenting in the .occipito-pos- 
terior position, in order that the pre- 
sentation might be altered. These at- 
tempts proved unavailing. It has been 
stated that the pull on the uterus dur- 
ing the induction is liable to cause sub- 
sequent malpositions of the uterus. He 
meets this criticism by pointing’ out 
that it is quite impossible to pull the 
uterus down without causing the head 
to descend at the same time. If this 
could be accomplished, the problem of 
induced labour would be simpler than 
it is. He describes the technique em- 
ployed by him in detail. The labour 
should be started in the morning and 
completed in the afternoon or early 
evening. Strict asepsis is an essential. 
The bag is usually expelled within four 
hours of its introduction, and in the 
majority of cases the head follows the 
bag, the membranes rupture spontane- 


ously and the second stage begins im- | 


mediately. In his second series of one 
hundred cases 51 of the women were 
primipare and 49 multipare. The aver- 
age duration of labour was 8 hours and 
8 minutes. The longest labour was 28 
hours and the shortest one hour. The 
bag broke during or shortly after intro- 
duction thrice, but only needed re-in- 
sertion once. The membranes were 
ruptured by the introduction of the bag 
five times. In one case of hydramnios 
this was intentional. There were no 
maternal deaths, but five of the babies 
died. Two were still-born, two died. on 
the second and the fourth days respec- 
tively from hzmophylia and one died 
on the third: day of toxemia. Involu- 
tion was normal in all cases. 


(141) Local Anzesthesia in Ceesarean 
Section. 


H. H. Trout (Surg., Gynec. and Ob- 
stet., July, 1918) gives his experiences 
of Cesarean section under local anes- 
thesia. He quotes from a series of 18 
eases, and says that the method is of 
great utility, on account of the frequent 
necessity for such an operation when 
the use of a general anesthetic is con- 
traindicated. He observed that, during 
the operation*on a pregnant uterus, the 
patients had no pain when the uterus 
was being incised, but they complained 
of nausea and pain when much traction 
was used. The technique of the opera- 
tion is as follows: operation, preceded 


by morphine (0.0075 gm.), novocaine 
(0.03 in 3 c.cm.), with adrenalin (0.6%), 
is the solution employed. Of this he has 
used as much as 250 c.cm.. In the last 
eleven cases the adrenalin was omitted, 
and there was no difference in the dura- 
tion of the effect of the anesthetic or 
the amount of bleeding. The skin is in- 
filtrated in the usual manner. In the 
first five cases he made the incision 
from the pubes upwards, until he had 
enough room to deliver the whole of the 
uterus, but during the last thirteen he 
made the middle of the incision about 
the level of the umbilicus and the upper 
end about on a level with the fundus 
of the pregnant uterus. The fascia is 
infiltrated in the same manner as the 
skin. The muscle fibres are separated 
and a small opening is then made in the 
peritoneum and the index finger of the 
left hand is inserted and peritoneum in- 
filtrated, keeping the finger on the in- 
side as a guide for the needle. The 
uterus is lifted out of the abdominal 
cavity and moist pads or towels placed 
between it and the intestines. To 
save time after the incision of the 
uterus he places a line of inter- 
locking sutures on each side of the 
fundus of the uterus about 2.5 cm. 
apart. He explains the method by which 
he sutures up the uterine incision, and 
ends up by giving a brief synopsis of 
the eighteen cases. Among nine cases 
of eclampsia, three mothers died, six 
children were born dead, three were liv- 
ing. Among five cases of contracted 
pelves, all mothers were living, three 
children were living and two were born 
dead. In two cases of placenta previa, 
both mothers were living. In a case 
of pyelonephritis the mother was living 
and the child was born dead. In uterine 
inertia in a primipara the mother and 


perience he is convinced that where the 
condition of the mother makes the giv- 
ing of a general anesthetic unsafe, the 
employment of novocaine is indicated, 
and its use does not present the diffi- 
culties one would naturally éxpect. 


(142) Uterine Sarcoma. 


L. Brady (Bulletin of the Johns Hop- 
kins Hospital, July, 1918) records an 
unusual case of sarcoma of the uterus, 
which presents some instructive points. 
The patient was a ‘woman, aged 53 
years, who sought Assistance at the 
Hospital on account of a small -lump 
in the breast, and incidentally reported 
slight uterine bleeding. The patient’s 
history was unimportant. Examina- 
tion revealed a uterus which was twice 
the natural size, regular in outline and 
freely movable. An operation was per- 
formed and scrapings of the uterus 
_swere removed for histological examina- 
tion in a-frozen state. While this was 
- being carried out the breast nodtle was 
examined. The latter proved to be a 
simple cyst. The frozen sections yielded 
the typical picture of a round-cell sar- 
coma. The cervix was sewn up and the 
uterus and tubes removed through a 
fresh abdominal incision. The patient’s 
convalescence was disturbed by an at- 
tack of malaria. She left the hospital 


in good health, and up to the date of 


the last report had remained free from 


baby were both living. From his ex-_ 


recurrence. On examination of the 
specimen removed at the operation it 
was found that the growth arose from 
the connective tissue of the endo- 
metrium, and not from a fibroma un- 
dergoing degenerative changes, as is 
usually case. No myomatous 
changes were discovered, and the tu- 
mour cells were found in the regions 
containing remains of the uterine 
glands. - 


(143) Pus in the Female Pelvis. 
J. Young Brown recalls the history 


‘of Lawson Tait’s conflict with the ma- 


jority of gynecologists in the late 
’seventies in connexion with his teach- 
ing concerning the frequency of pyo- 
salpinx (Journ. Americ. Med. Assoc., 
August 10, 1918). Modern experience 
has shown that a general peritonitis 
following purulent salpingitis is a very 
rare occurrence. In 98% of all cases 
of the latter condition the acute inflam- 
mation subsides after rest and medical 
attention. On the other hand, many . 
surgeons have proved that an opera- 
tion may be safely performed during 
the acute stage. The author is con- 
vinced as a result of his experience 
that tubo-ovarian abscess with multiple 
abscesses and strictures in the Fal- 
lopian tubes cannot be relieved by any 
operations short of radical removal. In- 
complete removal is responsible for an 
immense amount of suffering. He ad- 
vocates close attention of the proper 
drainage after operation in these cases. 
After the. adhesions have been sepa- 
rated and the large and inflamed pyo- 
salpinx Jas been removed, either with 
or without the uterus, a cul de sac is 
left denuded. All angulations of the 
small bowel must be separated and the 
denuded surfaces covered. The intes- 
tines are then lifted out of the cul de 
sac and a coffer dam drain, consisting 
of about 90 cm. of gauze, is inserted 
from right to left, filling the cavity and 
covering all the raw surfaces. The end 
of the gauze is brought out of the 
wound at its lower angle and slipped 
through a thin rubber tube. This, he 
is convinced, will prevent many cases 
of post-operative ileus. 


(144) Pituitary Extract. 


A. Lipkis (North-West Medicine, 
March, 1918) gives his experience of the 
value of pituitary extract in incom- 
plete abortion and in placenta previa. 
For the-former he gives small doses, 30 
mg. (gr. 4) every day, or every other 


-day, until the placenta is expelled. He 


does not pack nor use the curette. Ex- 
pulsion usually takes place in two or 
three days, the longest time being five 
days. He records little bleeding, and 
states that the general condition is bet- 
ter than after operation with an anes- 
thetic. He contends that, by the use of 
extract, the dangers from operative in- 
terference, which are infection, hzemor- 
rhage, perforation of the uterus, or cer- 
vical laceration, can be avoided, and 
that the mortality is materially de- 
creased. He also quotes a case of pla- 
centa previa marginalis in which pitu- 
itary extract proved useful in stopping 
hemorrhage and in hastening the birth 
of the child, 
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British Medical Association News. 
‘SCIENTIFIC. 


A meeting of the Queensland Branch was held at the 
B.M.A. Rooms, Adelaide Street, Brisbane, on July 5, 1918, 
Dr. J. Espie Dods, the President, in the chair. 

Dr. T. H. R. Mathewson read some notes on the prophy- 
laxis and treatment of gastro-enteritis (see page 343). 

Dr. C. A. Thelander also dealt with this subject. 

Dr. Herbert J. Stewart congratulated Dr. Mathewson and 
Dr. Thelander on their contributions. He held that prompt 
and early treatment was necessary, and usually led to the 
recovery of the patient within two weeks. He was inclined 
to the opinion that injections of saline solution did more 
harm than good. He regarded fly infection as being most 
important. He had had the opportunity of noting the 
danger of flies carrying infection at Lemnos. It would, he 
thought, be interesting if they could compare mortality sta- 
tistics in towns with water-borne sewage systems with 
those in towns having the dry earth system. He stated that 
Shiga’s bacillus had been shown to be the cause in many 
cases, and he suggested that serum treatment might be 
tried. The treatment of this class of affection had to be 
suggested by the pathologist. From the clinical point of 
view, the most important factors in treatment were elimina- 
tion and starvation. He asked Dr. Mathewson whether the 
disease was purely due to foodstuffs or whether it was due 
to microbic infection. 

Dr. Burton Bradley stated that he was interested in the 
etiological aspect of the disease. It was necessary to obtain 
a clear idea of the cause of the disease. He thought that 
many diseases were confused under the common name of 
gastro-enteritis. He had no doubt in his mind that some 
of the cases were bacterial in origin. He had seen cases 
with a typical self-limiting course. It appeared to him that 
the disease had not been approached in an unbiassed manner. 
There were two possibilities concerning the invasion by 
organisms of the intestinal canal: (i.) The organisms might 
cause trouble by decomposing,the intestinal contents, or (ii.) 
they might invade the mucosa of the intestine and cause 
trouble in that way. In the first suggestion the disease 
would not be due to actual infection, but to chemical changes 
in the food and in the bowel, resulting in the absorption of 
poisonous products. It would be useful to make blood cul- 
tures in the early stages of the disease. He had recovered 
‘Flexner’s bacilli from the stools, but not Shiga’s bacilli. In 
reply to a question by Dr. Herbert Stewart as to whether 
there was any protective value in goats’ milk, he stated that 
the goat was a cleaner animal than the cow, particularly as 
the goat had solid feces. Another advantage was that goats 
were usually kept on the’ premises and that the milk was 
fresher and cleaner. 


A meeting of the New South Wales Branch was held at 
the B.M.A. Building, 30-34 Elizabeth Street, Sydney, on 
August 9, 1918, Dr. A. A. Palmer, the President, in the chair. 

Dr. H. S. Stacy read notes on ‘cases of tendon transplanta- 
tion and varicosity of the pelvic veins (see page 348). 

Dr. L. G: Teece asked Dr. Stacy whether he had examined 
the galvanic excitability of the musculo-spiral nerve in the 
patient on whom he performed tendon transplantation prior 


to the operation. He would also wish to know whether he . 


had explored the condition of the posterior interosseous 
nerve, to ascertain whether it had been completely divided 
or not. He pointed out that in posterior interosseous 
paralysis extension of the metacarpo-phalangeal joints was 
retained when the branches of the nerve were intact and 
dorsi-flexion unimpaired. 

Dr. Thomas Fiaschi referred to the second case. He held 
the opinion that the condition was exceedingly rare. He had 
seen a few instances. The condition at times manifested 
itself by unexpected and severe hemorrhage. It one case 
the patient had died of severe hemorrhage from the stomach, 
due to the varicosity of the gastric veins. In another patient 
there had been a varicose condition of the vesical veins. 

In his reply Dr. Stacy informed Dr. Teece that he had 
not investigated the galvano-faradic excitability of the mus- 
culo-spiral nerve, as he had been confident that there was 
no involvement, 


Dr. W. B. Dight demonstrated an instrument for the. better 
exhibition of stereoscopical skiagrams. The instrument was 
called the Pirie stereoscope. It was used at varying dis- 
tances, according to the size of the stereoscopic skiagram. 

Mr. Arthur Cleave gave an excellent cinematographic de- 
monstration of the thermal springs at Wairakei, New Zea- 
land. A vote of thanks was accorded to Mr. Cleave for 


‘having shown the film. 


MEDICO-POLITICAL. 


Annual Meeting of the Delegates of the Affiliated Local 
Associations of Members with the Council of the 
New South Wales Branch. 


The annual meeting of the delegates of the affiliated local 
associations of members with the Council of the New South 
Wales Branch was held at the B.M.A. Building, 30-34 Eliza- 
beth Street, Sydney, on October 4, 1918, Dr. A. A. Palmer, 
the President, in the chair. Eleven of ‘the local associations 
were represented. 


Friendly Society Practice. 

Dr. R. M. Crookston (Central Western Medical Associa- 
tion) moved:— 

‘That a rule be made that no member meet any depu- 
tation of friendly society lodge members in regard to 
the Common Form of Agreement without the consent 
in writing first had and obtained of the Committee of the 
local association. 

He held that, in view of the possibility of lodges using the 
opinion of an individual medical man on a given subject to 
bind the local association, it would be unwise to engage in 
discussion with a deputation without the consent in writing 
of the Committee. Dr. T. J. Henry seconded the motion. 

Dr. G. A. Buchanan suggested that each local association 


should depute one or more of its members to act as a stand- 


ing committee to meet deputations from friendly societies. 
This arrangement would overcome the difficulty arising from 
the fact that it was not always easy to convene a meeting 
of a local association at short notice. ; 

“Dr. R. H. Todd (Honorary Secretary) considered the 
motion as it stood better than the suggested amendments 
which had been made, If there were a desire on the part 
of a lodge to discuss a matter with a particular member, it 
should be referred to the local association. There could be 
no urgency in such a matter. - 

The motion was put to the meeting and was carri 
unanimously. 

Dr. R. M. Crookston (Central Western Medical Associa- 
tion). moved:— é 

That a rule be made that all members, when ap- 
proached to accept appointment as medical officer of 
any friendly society lodge, apply in the first instance 
direct to the Honorary Secretary of the local associa- 
tion and forward to him the letter of application re- 
ceived from the lodge. 

The reason that his Association wished this motion to be . 
put before the meeting was that the local associations were 
often aware of the details of particular lodges which might 
be unknown to the central body, and it therefore felt that 
information could be given with greater accuracy by the 
local association than by the central body. a 

The motion was seconded by Dr. E. A. R. Bligh. : 

Dr. R. H. Todd said that every agreement made between 
doctor and lodge was issued from the central office com- 
pleted, ready for signature. The regulations provided that 
no member could accept appointment without the sanction 
of the commitee of the local association, and no agreement 
was sent out from the office until such sanction had been 
given. In most instances the member applied direct to the 
committee for sanction, while in others either the member 
or the lodge would write direct to the central office. He 
would then write for particulars and request. the member 
to communicate with the secretary of his local association, 
with a view to sanction being obtained in accordance with 
the regulations. He would also inform the secretary of the 
local association of the application and set out such facts 
within his knowledge as might assist the committee in deter- 
mining whether sanction should be given. He pointed out 
that if the proposal were made a regulation of the Branch 
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it would make the procedure less elastic, without adding any 
further protection. 

Dr. F. G. N. Stephens (Eastern Suburbs Medical Associa- 
tion) pointed out that the local associations, under the pre- 
sent arrangements, had the opportunity of approving of 
appointments. He did not think it wise to render it neces- 
sary for them to hold extra meetings, and contended that 
the present arrangements were quite satisfactory. 

The motion, on being put to the meeting, was carried by 
seven votes to two. 

A proposal to include one unmarried sister residing with, 
and wholly dependent on, a widowed member among those 
entitled to treatment under a lodge agreement was made by 
Dr. W. T. J. Newton (Western Suburbs Medical Association). 

The motion failed to secure the approval of the meeting. 

Dr. G. A. Buchanan (Central Southern Medical Associa- 
tion) moved:— 

That, in regard to a member who was on a medical 
officer’s list at the time of enlistment for active service 
and who seeks to be restored to the list, the medical 
officers agree not to reject him on account of wounds or 
other cause of ill-health resulting from active service. 

The motion was seconded by Dr. E. A. R. Bligh. - 

Dr. T. W. Lipscomb suggested the addition of the words:— 

Provided the member continues to be entitled to sick 
pay arid funeral benefits of the lodge. 

Dr. G. A. Buchanan accepted the additional words as part 
of the motion. 

Dr. T. J. Henry understood that the friendly societies kept 
members on active service on their lists and that medical 
men did likewise. 

Dr. F. G. N. Stephens drew attention to the fact that the 
majority of medical practitioners were undertaking to look 
after the dependants of soldiers on active service. 

The motion was carried unanimously. 

Dr. R. M. Crookston moved:— 

That Regulation 11 of the “Regulations—Contract At- 
tendance—Friendly Society Lodges” be amended 

(a) by the omission therefrom of Clauses 1 to 15 of 
“Contract Medical Benefit Certificate’ therein 
set out; 

(b) by the substitution in Clause 16 of the words “I 
do hereby solemnly declare” for the words “I 
hereby certify that the above statements are 
correct.” 

The motion was seconded by Dr. Litchfield, who pointed 
out that his local association, thought the form at present 
in use too complicated. 

The motion was carried unanimously. 

Dr. E. A. R. Bligh moved:— 

That representation be made tothe friendly society 
lodges as to the advisability of adopting “common forms” 

. of medical certificates for use for friendly society lodge 

purposes. 

After a short discussion, the motion was carried unani- 
mously. 

Ethics. 


Dr. Andrew Davidson moved:— 
That a rule be made that no member have a consult- 

ing-room at a chemist’s shop. 
The Ethics Committee sought the opinion of the delegates 
before recommending the Council of the Branch to adopt a 
policy in connexion with this matter. They had to decide 


whether medical practitioners should be permitted to make . 


use of chemists’ shops or whether they should be, forbidden 
to do so. 

Dr. R. M. Crookston seconded the motion, and informed 
the meeting that the Central Western Medical Association 
was strongly opposed ‘to any of their members having con- 
sulting-rooms at a pharmacist’s shop. ‘ 

Dr. E. A. R. Bligh and Dr. F. G. N. Stephens supported 
the motion. 

Dr. R. H. Todd called attention to the fact that Saundby 
held that any «rrangements with chemists were undesirable. 
The majority of the local associations had passed resolutions 
prohibiting their members from having consulting-rooms at 
chemists’ shops. In some places practitioners had entered 


into arrangements with chemists in this respect, and serious. 
trouble had resulted. Every local association had passed 
resolutions forbidding members to use secret formule in 
prescribing or to make it a condition that any medicine or 
appliance prescribed should be dispensed or supplied at any 


particular place.’ In 1917 this had become a rule of the 
Branch. The resolution concerning consulting-rooms at 
chemists’ shops was akin to it. 

Dr. W. T. J. Newton (Western Suburbs Medical Associa- 
tion) thought that in sparsely populated districts it might 
happen that the only place for a doctor to have a room 
would be at the local chemist’s. 

The motion was carried unanimously. 

Dr. Andrew Davidson moved:— 

That, in the case of a patient being sent into a hospital 
by his medical attendant and requiring further treat- 
ment after leaving the hospital, the member of the hos- 
pital staff who had attended to him in the hospital should, 
in the first instance, refer the patient to the medical 
man in attenedance at the time of going into the hospital. 

He held that, if a practitioner were on the staff of a hos- 
pital, his relations with his patients in the hospital should 
not be extended outside the institution. He recognized, how- 
ever, that the patients were free agents, and might desire 
the same practitioner to attend to them subsequently. 

Dr. R. M. Crookston seconded the motion, which had the 
approval of his Association. 

Dr. E. A. R. Bligh thought that it would be necessary, in 

carrying the principle involved into effect, to trust to the 
medical men concerned. It was undesirable to lay down a 
hard-and-fast rule. 
_ Dr. Lipscomb supported the motion and favoured its appli- 
cation, more particularly in such suburbs as North Sydney, 
St. George and Lewisham. Local practitioners would not send 
patients to these hospitals if they feared that they would lose 
them as a result. The local hospitals, which were doing good 
work,- would suffer unless such a resolution as this were 
supported. 

The motion was carried unanimously. 

Dr. T. J. Henry moved:— 


No member should be a party, whether on payment of 
subscription or otherwise, to the appearance of his name 
in a “local hanging-card directory”. or other similar di- 
rectory to be displayed for advertisement purposes. 

Dr. Henry related how this practice had been brought 
under his notice. A canvasser had called upon him and had 
asked him to pay 10s..to have his name included in a direc- 
tory to be hung in barbers’ shops and about the town. He 
quoted the names of seven or eight medical men who had 
agreed to the arrangement. It appeared that this man had 
gone to the medical men and had pointed out that, as he had 
the names of other medical men, they would lose if they did 
not include their names in the list. His colleagues, when 
they became aware of the facts, withdrew their names. The 
secretary of, the local association was informed, and he put 
the members in the area on their guard. 

Dr. E. A. R. Bligh seconded the motion, which was carried 
unanimously. 

Dr. E. A. R. Bligh moved:— 


That it be a recommendation that a rule of the Branch 
be made to the effect that no member shall permit or 
be a party to the appearance of his name in any “return 
thanks” notice in a newspaper. 

Dr. T. J. Henry seconded the motion. The North-Eastern 
Medical Association had always had such a rule, though 
such a notice could appear without the name of the medical 
sattendant being mentioned. 

Dr. A. S. Walker said that the Western Medical Associa- 
tion had circularized the newspapers to prevent such notices 
_ appearing, but without any effect. 

Dr. John Kerr was in favour of the resolution. 

Dr. J. J. Hollywood said that his Association had decided 
to sign a round robin to the newspaper proprietors. 

The motion was carried unanimously. 

Dr. E. A. R. Bligh moved:— 


That it is undesirable that any specialty should be 
published in connexion with any member’s name in the 
list of telephone subscribers. 

Dr. F. G. N. Stephens seconded the motion. 

Dr. A. J. Brady said that this matter had been before the 
Branch. The members would remember that a resolution 
had been carried that this should not be done; then there 
was a special meeting called afterwards, and the resolution 
was rescinded. The ophthalmic surgeons thought that they 
would be under a disability if they were not allowed to do 


this, as they were thereby forced into competition with 
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opticians. He doubted whether it was wise to bring the 
matter up again. 

Dr. F. G. N. Stephens asked whether a man would be 
allowed to advertise himself as giving “twilight sleep.” Would 
the delegates support such an action? He thought no one 
would support such a suggestion. 

Dr. John Kerr held that a man who confined himself to 
eye work was justified in announcing the fact in the tele- 
phone list, just as a man added M.D. to his name. He would 
not go so far as to say that it was right, but he thought that 
it might be left to the good sense of the members. He 
thought it was not unfair to let it be known that a man 
practised as a specialist. 

Dr. A. A. Palmer said that this matter was still unsettled. 
Dr. Brady had put before the delegates the view of the oph- 
thalmic surgeons, that they are forced into competition with 
the opticians. In his opinion, it was a poor argument. If 
the ophthalmic surgeon were allowed to do it, it would be 
impossible for the Council to prevent other men from doing 
the same. The ophthalmic surgeons were now out of line 
with the rest of the profession. He, for one, was not con- 
tent to leave it where it was. 

Dr. W. T. J. Newton recommended to the Comnelt that 
this matter should be referred to the Federal Committee. 

Dr. J. J. Hollywood seconded this suggestion. 

Dr. George Armstrong said that he would like to know the 
opinion of the delegates. 

The motion was carried unanimously. 

Dr. E. A. R. Bligh moved:— 

That it is undesirable that any public lists of special- 
ists should be published or that members should allow 
their names to be published in any such list. 

Dr. E. A. R. Bligh produced a private book compiled from 
the telephone list. The book was divided into trades and pro- 
fessions. ‘These included a list of physicians and surgeons, 
and under “surgeons” in brackets was printed “ophthalmic 
surgeons,” of which a list of about 25 appeared on a given 
page. He asked if the publication of such a list of ophthal- 
mic surgeons did not force any ophthalmic surgeon not in- 
eluded in the list to publish his name in it, whether- he 
wished to or not? If ophthalmic surgeons had a right to 
be included in such a list, he contended that every other 
surgeon had an equal right to publish his name and specialty 
in such a directory. 

Dr. F. G. N. Stephens seconded the motion. 

Dr. W. H. Crago wished to say, in justice to the ophthal- 
mic surgeons, that they had expressed their intention of 
withdrawing their names from that particular list. 

A discussion ensued and, on being put to the meeting, the 
motion was carried unanimously. 


War Emergency Organization. 

Dr. G. A. Buchanan, speaking to the motion he was about 
to place before the meeting, said that he felt he was not in a 
position to speak very widely on the subject. It was an im- 
portant matter, and should be discussed by the delegates, 
although it had been worked out by the Federal Committee. 
He therefore moved:— 

That steps be taken by the Council to form a fund for 
the relief of completely or partially incapacitated mem- 
bers of the Association who have returned from active 
service; such fund to be raised by a general levy on all 
members on a percentage basis of the last income tax 
paid; such payments to be annual until the amount 
needed is raised. 

A good deal of this subject had been brought out in a 
leading article in The Medical Journal of Australia of Sep- 
tember 14, 1918, entitled “Our Obligation to Our Colleagues.” 
Dr. Buchanan quoted at length from the article. He said 
that there were two or three points he would like to bring 
forward to the meeting for special consideration. He asked 
whether it would be better to leave the formation of such a 
fund entirely to the Federal body, which would take a con- 
siderable time to bring a definite scheme about, or whether 
it would not be better for the Branch to inaugurate some- 
thing on the understanding that as soon as the Federal Com- 
mittee were able to take over the matter the local scheme 
would be merged into that of the Federal Committee. Then 
there was the question as to how the necessary 
amount of money could be raised. He held that the best 
basis would be to use the income tax payments for this 
purpose. He suggested that members should be circularized 


| sider the matter carefully. 
/ gard to the question of the amount required. He thought 


‘and asked to subscribe, say, 10% of the amount paid as in- 


come tax. Of course, this could not be enforced, but a list 
of those who had come up to the scratch, could be published 
in the Journal. Those who had not contributed would natur- 
ally dislike their names being omitted. He thought that, 
on those lines, the scheme could be put into the Treasurer's .\ 
hands to start to-morrow. In:another column of the Journal 
could be published a list of those who had given additional 
contributions. The publication of the payments in some 
form, on an income tax basis, should be successful. He was 
prepared to canvass the members of his Association for pay- 
ments if their names did not appear in the published list. 

Dr. W. T. J. Newton seconded the motion, and said that he 
thought Dr. Buchanan did not go far enough in his proposals. 
The motion only suggested a fund for those partly or totally 
incapacitated. Some men had been financially as well as 
physically incapacitated. The fund should provide assist- 
ance for both. The difficulty, to his mind, would be in get-. 
ting the money. 

Dr. E. A. R. Bligh said that he would like to support the 
motion very strongly. With regard to the suggestion that 
the scheme should be put into effect by the Branch, he 
thought, if possible, it should be a Federal matter, because, 
if it were handled by the States, men on the border of two 
States would be omitted. The suggestion that it should take 
the form of a levy on the Federal income tax was an excel- 
lent one. A Federal Committee and a small central com- 
mittee in each case could deal with the matter, with a sub- 
committee of the local association as an advisory body to 
the central board to explain local conditions. 

Dr. Buchanan said that that was a limited scheme, but 
that it could be added to later when the Federal fund was 
established. If 10% were asked for in the first year, a 
month’s experience would show whether the amount would 
be 

. W. H. Crago said that even 10% on the amount paid 
as ‘ane tax would be inadequate. 

Dr. E. G. N. Stephens moved as an amendment that the 
words “on a precentage basis of the last income tax paid” 
be omitted, 

The amendment was seconded by Dr. W. F. Litchfield. 

Dr. W. H. Crago said that this matter had already come 
before the Council, and that a special meeting had been 
convened for the purpose of enabling the Council to con- 
He was in some difficulty in re- 


that it would be impossible to get from the men themselves 
or from the Income Tax Department what income tax a 


' man had paid. He thought it would be necessary to leave 
' the amount to be contributed by each man to the best in- 
' stincts of the men themselves. 
- some thousands of pounds was required. There were about 
| 1,118 members in the Branch, but a large proportion of these 
' had been on active service or were at present at the front. 


To be of any use, a fund of 


The matter would have to be confined to approximately 500 
men who had not gone. They would have to give very liber- 
ally to raise a sufficient sum. There were many men who 
had to pay income tax who did not have a cent left after- 
wards, and they would find it harder to raise a contribution 
than those who paid a large tax. 

Dr. R. H. Todd said that the Federal Committee had 
brought this matter up in February, 1918. The suggestion 
then was that there should be a Federal Committee to ad- 
minister a general fund for the assistance of men who had 
been away and for their dependants. The question was sub- 
mitted to other States and received their approval. The 
New South Wales Branch expressed the opinion that, as 
far as taking care of the dependants of those who had died, 
it was a matter of national rather than of professional duty, 
and it was of opinion that, so far as the immediate needs of 
those members who had come back and who wanted assist- 
ance were concerned, the matter would be better dealt with 
by each State having its own fund. These replies had been 
before the Federal Committee in August, and the New South 
Wales Branch view had been considered. The Committee 
had pressed for a Federal Fund, and had asked the New 
South Wales Branch to fall into line, which the New South 
Wales Branch had decided to do. The idea was that, once 
all the States agreed, trustees should be appointed, who 
would act in one State. The Federal Committee had asked 
the New South Wales Branch to nominate the trustees. If 
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the other States’agreed, the New South Wales Branch would 
be in a position to nominate the three trustees, and the whole 
thing could be set going. There would be a committee of 
management in each State, and the whole fund would be 
in the hands of the three trustees, who would be in one State. 

The motion was withdrawn. 
Dr. A. S. Walker (Western Medical Association) moved:— 
That the interests of members of the British Medical 
Association doing whole-time naval or military service 

be better safeguarded. 

(a) That the Council be asked to bring into operation 
a scheme whereby the colleagues of a member on active 
service who leaves neither partner nor locum tenens, 
should pay him or his representatives a certain propor- 


tion of his annual income, the amount to be paid not _ 


to exceed £500. 

He said that this resolution was one of the outcomes of 
a special meeting held by the Western Medical Association. 
Some members who had not been able to do what they had 
wished in the way of military work, desired to lift the re- 
sponsibility from the shoulders of those who had sacrificed 
in order to go on active service. The questions of ascer- 


taining details of income and of determining to which doctor . 


each patient belonged were the difficulties. To decide which 
patients belonged to a certain doctor had been found quite 
impossible. Therefore, a tentative scheme had been drawn 
up that, say, one-third of the annual income of the absent 
man, the amount not to exceed £500, should be paid. It was 
suggested that a bank manager should be appointed to ascer- 
tain the amount that each man should contribute, a fact of 


which only the contributor would be informed. The motion- 


embodied such a scheme. Colleagues would mean the men 
who were likely to attend to the same body of patients. 

The motion was seconded by Dr. W. F. Litchfield pro forma. 
He thought that it would be better for the medical men in 
the given district to arrange the details. The matter had 
been discussed over and over again, and every time it had 
been agreed that it should be left for the medical men of 
the locality to settle. i 

Dr. T. J. Henry said that a similar scheme was in opera- 
tion in the North-Eastern Medical Association, and was in 
operation at the present time in Lismore. If it could be 
done there, he thought it could be arranged in other towns. 

Dr. R. H. Todd said that where the men were in accord 
with one another these things were easily arranged. The 
basis for any arrangement, such as had been suggested, was 
that the man who went away should hand over to someone 
a list of people he considered his patients and in respect of 
whom he expected some return while he was away. 

After some discussion Dr. A. S. Walker withdrew the 
resolution. 

Dr. A. S. Walker moved:— 


(b) That all lodge patients and appointments be 
handed back to him on his return from active service. 
This was seconded by Dr. W. F. Litchfield and carried. 
Dr. A. S. Walker moved:— 


(c) That the Council be asked to make all members 
on active service honorary members with full benefits; 
if necessary, a fund should be started to carry this into 
effect. 


Dr. E. A. R. Bligh seconded the motion. 

Dr. W. H. Crago, the Honorary Treasurer of the Branch, 
explained the procedure which had been established by the 
Council to prevent the membership of those on active ser- 
vice from lapsing. Much difficulty had arisen from members 
going away without notifying the Branch. A suspense ac- 
count had been established, and in cases in which the sub- 
scription was two years in arrear, the necessary amount was 
sent to London, to prevent the membership being terminated 
under the rules. Some £300 had. been used in this way 
already. 

Dr. R. H. Todd described the ways in which the Council 
had consistently, since the war commenced, striven to pro- 
tect the interests of the members absent on naval or mili- 
tary service. 

After further discussion, Dr. rd S. Walker stated that when 
this matter had been discussed at a meeting ofthe Western 
Medical Association, it had not been understood just how 
arrangements stocd. He therefore withdrew the motio.. 


. 


Dr. A. S. Walker moved:— — 

That all military work, examination of recruits, pen- 
sions, etc., in towns where there are returned members 
of the British Medical Association should be done by 
these returned medical men; that the Council be asked 
to use its influence to attain this object and also to in- 
struct its members to this éffect. 

Dr. F. G. N. Stephens seconded the motion. 

Dr. C. H. E. Lawes opposed the motion in the form in 
which it was submitted. He said that there were the inter- 
ests of the home service men to be considered. The result 
of this resolution would be that area medical officers’ posi- 
tions would be taken away from men who held them and 
given to returned men. He mentioned several instances 
where officers who had done home service work for a great 
number of years, might, if the motion were passed, be de- 
prived of work in which they had shown a great interest. 

As the result of further discussion the motion was carried 
unanimously in the following form:— 

That all military work, examination of recruits, pen- 
sions, etc., in towns where there are returned members of 
the British Medical Association, or members who have 
done military work, should be done by these medical 
men; that the Council be asked to use its influence to 
attain this object and also to instruct its members to 
this effect. 

Dr. W. S. Walker (Western Medical Association) moved: 

That the members of the British Medical Association 
be instructed not to sign certificates of health for con- 
testants in boxing exhibitions, as the British Medical 
Association considers that such exhibitions are pre- 
judicial to recruiting and to the fostering of a proper 
war spirit. 

Dr. ‘Walker said that this motion was the result of an 
incident in which Dr. E. H. Burkitt had been concerned. 

Dr. W. T. J. Newton seconded the motion and suggested 
the addition of the word “professional” to describe the boxing 
exhibitions, as he thought it unfair that amateur activities 
should be included. F 

In a further discussion it was decided to delete the last 
clause, and, on being put to the meeting, the following reso- 
lution was carried by seven votes to three:— 

That the members of the British Medical Association 
be instructed not to sign certificates of health for con- 
testants in professional boxing exhibitions. 


Fees for Night Work. 

. Dr. E. A. R. Bligh moved:— 

That double fees be charged for any attendance re- 
quested to be given between the hours of 8 p.m. and 
8 a.m. 

Dr. ‘W. F. Litchfield did not approve of the motion. He 
said the general rule was that £1 1s. was charged after 
12 at night. 

Dr. R. H. Todd referred to the scale of medical and sur« 
gical fees adopted by the profession in Victoria at a meeting 
held in Melbourne on May 9, 1877, and by the profession in 
New South Wales at a meeting held in Sydney on August 15, 
1883, as set out in Bruck’s “Australasian Medical Directory 
and Handbook” of 1886. The scale included the charge of 
10s. 6d. for ordinary advice or visit within a mile’s distance 
of the practitioner’s residence in the day-time; of £1 1s. for 
advice or visit at one mile’s distance from the practitioner’s 
residence in the day-time, when no further attendance is re- 
quired; of £1 is. for ordinary advice or visit within one 
mile’s distance from the practitioner’s residence in the night- 
time (to be reckoned as any time between 8 p.m. and 8 a.m.), 
and £1 1s. for every mile beyond the first in the night-time. 

Dr. W. T. J. Newton was of opinion that an increased fee 
for night attendance would prevent unnecessary visits. 

Dr. R. M. Crookston thought that all would agree that an 
increase was just. In his district the practice had been in 
use for some years by some, but not all, of the medical men. 

It was resolved unanimously :— 

That it is in accord with the present practice to charge 
a double fee for attendance requested to be given be- 
tween the hours of 8 p.m. and 8 a.m. 

Dr. A. A. Palmer thanked the delegates for their attend- 
ance. Dr. G. A. Buchanan moved a vote of thanks to the 
President for having presided at the meeting and for the 
hospitality they had received. Dr. A. A. Palmer moved a 
vote of thanks to Dr. R. H. Todd, which was carried by 
acclamation. 
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John Coleman Woods, L.R.C.P., Edin., 1893; L.R.C.S., 
Edin., 1893; L.F.P.S., Glasg., 1893, of Weston, New South 
Wales, has been elected a member of the New South Wales 
Branch. 


At a meeting of the Council of the Western Australian 


Branch, Drs. W. P. Seed and Dr. F. A. Hadley were ap- 
pointed the representatives of the Branch on the Federal 
Committee of the British Medical Association in Australia 
for the year 1918-1919. 


. 


THE WORKERS’ COMPENSATION ACT 
(QUEENSLAND), 1916. 


The Council of the Queensland Branch of the British. Medi- 
cal Association desires to notify the members of that Branch 
that, at their request, a new system of rendering accounts 
to the State Government Insurance Office has been adopted 
as from October 1, 1918. Instead of members forwarding 
their accounts, the State Government Insurance Com- 
missioner has agreed to furnish the doctors with quar- 
terly statements of certificates supplied and the amount 
entailed, which is the method adopted ‘by the Health De- 
partment. Certificates furnished prior to October 1 will be 
treated in the old way. 


In the present issue we publish a summary of the pro- 
ceedings of the Annual Meeting of the Delegates of the Local 
Medical Associations with the Council of the New South 
Wales Branch of the British Medical Association. Some of 
the subjects discussed are of general interest to the members 
of the British Medical Association throughout Australia. 
We commend this account. to the notice of all members. 

The members of the British Medical Association in Aus- 
tralia are also recommended to read the account of the 
Annual Representative Meeting, held in London on July 25, 
1918, and following days, published in the British Medical 
Journal of August 3, 10 and 17, 1918. The affairs of the 
Association are governed by the decisions of the Representa- 
tive Body, and while some of the discussions have no direct 
application to Australian conditions, much can be learned 
of the general trend of thought among those responsible for 
the government of our Association. Owing to want of space 
in the present issue, a review of some of the subjects dealt 
with must be deferred to a future date. 


Haval and Military. 


CASUALTIES. 


The 435th and the 436th lists of casualties sustained by 
Australian troops have been released for publication. The 
lists are very heavy ones, containing nearly 3,500 names. 
The total number of officers mentioned is 188, of which two 
are members of the Australian Army Medical Corps. Cap- 
tain James McCusker and Captain Kenneth Arthur McLean 
are mentioned among those wounded. . 


HONOURS. 

The Commonwealth of Australia Gazette, No. 150, dated 
September 24, 1918, contains abstracts from the London 
Gazette dealing with the details of the award of the Dis- 
tinguished Service Order to Captain William Henry Collins, 
Captain George Vernon Davies, Major Eric Lloyd Hutchin- 
son and Major Philip Alan Maplestone, of the Bar to the 
Military Cross to Captain David MacDonald Steele and of 
the Military Cross to Captain Archibald John Collins, Dr. 
Eric Macallan Gordon-Glassford, Captain Hugh Edward 
Kirkland, Captain Guy Ardlaw Lawrance, Captain John 
Shaw Mackay, Captain Melrose Holtom Mailer, Captain Wil- 
liam Dempsey Quilty and Captain Cliver Frederic Robinson. 
These details were published in The Medical Journal of Aus- 
tralia of June 29, 1918, that is, about four months ago. 

We learn that Captain Victor Carlisle Brown has been 
awarded a Bar to the Military Cross. 


The following have been awarded the Miltiary Cross:— 
Captain Isaac Manly Barrow. 
Captain George Albert Blumer. 


APPOINTMENTS. 


The following appointments, etc., have been announced in 
the Commonwealth of Australia Gazette, No. 152, of Sep- 
tember 26, 1918, and No. 163, of October 17, 1918:— 

Australian Imperial Force. 
Army Medical Corps. 

Lieutenant-Colonel (temporary Colonel) A. H. Moseley, 
D.S.O., to be Colonel. Dated 8th June, 1918. 

Major (temporary Lieutenant-Colonel) R. S. McGregor, 
D.S.O., to be Lieutenant-Colonel. Dated 1st May, 
1918. 

Cuthbert Arnold Verge to be Captain. Dated 10th July, 
1918. 

To be Majors— 

Captains E. S. Meyers, T. R.-E. Davis, N. B. Watch, 
K. M. Whiting, A. V. Benson, W. J. Connolly, E. 
Champion,:E. P. Barbour, I. Morgan, G. B. Lowe, 
S. T. Appleford, K. F. Vickery, Captain (tem- 
porary Major) H. O. Lethbridge, M.B.E., Cap- 
tains C. M. O’Halloran, J. I. McI. Chirnside, M.C., 
W. D. K. Macgillivray, A. E. Machin, R. D. Bar- 
tram, M.C., E. I. L. Graves and M. H. Mailer, 

M.C.: Dated ist July, 1918. 

To be Captains— 

Honorary Captain A. R. Fox, Australian Army Medi- 
cal Corps Reserve. Dated 28th May, 1917. 

Eric, Fitzgerald Harbison. Dated 30th August, 1918. 

Frank Mayes Willcox. Dated 11th September, 1918. 

Captain. (provisional) J. Morlet, Australian Army 
Medical Corps. Dated 25th September, 1918. 

Frederick Albert Bouvier and Harold William Savige. 
‘Dated 5th September, 1918.- 


Australian Naval and Military Expeditionary Force. 
Army Medical Corps. 
To be Captain— 
Honorary Captain P. W. Rice, Australian Army 
Medical Corps Reserve. Dated 30th August, 1918. 


Obituary. 
ARTHUR RAYMOND FOX. 


Arthur Raymond Fox was the son of Dr. Raymond Fox, 
of Stawell, Victoria. He was born on June 2, 1893. He was 
educated at the Church of England Grammar School at Gee- 
long, and from thence he matriculated and entered Ormond 
College. He studied medicine at the Melbourne University 
and graduated in 1916. Throughout his student career he 
worked steadily and well, with the idea of joining his father 
at Geelong and eventually relieving him of the burdens of a 
large practice. After qualifying, he served as Resident Medi- 
cal Officer at the Melbourne Hospital for about a year, and 
then joined the Australian Army Medical Corps. At first he 
served at Broadmeadows Camp, and in August, 1917, he went 
overseas with the Australian Imperial Force. He quickly 
got into harness and did strenuous work in the trenches in 
France. While acting in the field he was “gassed,” and later 
had an attack of trench fever, caught at an advanced aid 
post. He was then sent back to England and spent the early 
months of the present year in hospital. While in England 
he manifested malena, icterus, vomiting and abdominal. pain, 
signs indicative of dysentery. In the month of June he 
was invalided to Australia, but died at sea on July 27, 1918. 

Arthur Raymond Fox was just the type of energetic, cap- 
“able and thorough man required for service with our troops. 
He did splendid service for the sheer love of duty and in 
honour of the cloth. Full of life and loving his fellows, he 
made many friends and -kept them. “He gave up all hope 
and promise of life, his plans and thoughts and dreams” 
(Rupert Brooke). Our profession has given some of the very 
flower of its members. Arthur Raymond Fox secured a place 
among the best... 
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EDWIN HORACE BOTTRELL. 


Tt is with regret that we have to announce the death of 
Edwin Horace Bottrell, which took place on October 15, 1918, 
at the age of 32 years. He received his early education at 
the Sydney Grammar School and studied medicine at the 
University of Sydney, where he graduated at the age of 22 
in 1908. For about 18 months he acted as assistant to the 
late Dr. Hinder, and then determined to take up dermatology 
as a specialty. .To fit himself for this he went to Europe and 
spent some years at the chief dermatological clinics in Great 
Britain, France, Germany and Austria. While in Germany 
symptoms of ‘pulmonary tuberculosis manifested themselves, 
and, acting on the advice of his colleagues, he became a 
patient at a sanatorium at Davos Platz, in Switzerland. He 
remained at the sanatorium for about a year, and lost all 
the clinical manifestations of the disease. During his con- 
valescence he acted as assistant at the institution, and 
carried out some of the diagnostic and therapeutic radiologi- 
cal work. Believing himself to have recovered completely, 
he returned to England, married, and arrived back in Aus- 
tralia just before the outbreak of war. He immediately vol- 
urnteered for service overseas, and was very unhappy when 
he was refused a commission on account of his previous ill- 
ness. He practised his specialty for a few months in Mac- 
quarie Street, but felt that, in his country’s hour of trial, he 
should serve her.in some capacity. He therefore offered 
himself for home service, was accepted, and was detailed 
for duty at Milson Island. His large experience and his 
special knowledge proved of immense service to the patients 
under his care. After about 18 months’ work at the Island 
a tubercular laryngitis showed itself. He was compelled to 
resign his commission, and retired into private life at Chats- 
wood. He died after a short, but painful, illness. His last 
wishes were carried out concerning his remains, which were 
sent to Melbourne for cremation. 

Edwin Horace Bottrell possessed that essential attribute 
of genius, an infinite capacity for taking pains. In all his 
work he was methodical and persevering. He considered no 
trouble too great to achieve his purpose. Of somewhat re- 
served disposition, he did not make friends easily, but once 
his friendship was gained, its loyalty was unswerving. He 
was génerous to a fault. He was highly cultured and was 
well versed in many matters outside his profession. A de- 
voted husband and father, he bore his suffering without 
complaint, and his only concern was for the happiness of 
those loved ones he was leaving behind. Although somewhat 
of a fatalist, he put up a brave fight against an inexorable 
disease, and finally died as he lived, bravely. He was with- 
out an enemy, always ready to condone a fault in another, 
and was the hardest judge of his own. The profession is the 
poorer for the loss of an honourable and gallant member, 
who ever displayed “a soul of unworn youth, a breath of 
greatness.” : 


AXEL HELMUTH FRIEDRICH BERNHARD KORTUM. 


After 45 years of strenuous medical practice A. H. F. B. 
Kortiim died on August 19, 1918, at Cooktown, Queensland. 
He was‘born in Mecklenburg Schwerin in 1847 and studied 
medicine in Berlin, where he graduated in 1872. In the fol- 
lowing year he passed his State examination in Germany 
and immediately set out for Australia, and has not visited 
Germany since. Settling in Charters Towers, he was placed 
in charge of the local hospital. In 1874 he went to the 
Palmer goldfields and was appointed in 1877 Medical Super- 
intendent of the Cook District Hospital when this institution 
was opened. He remained in charge of the Hospital con- 
tinuously, with the exception of the year 1890, up to the 
time of his death, that is, for a period of 41 years. He was 
naturalized a British subject in 1882. He spent his long life 
in the tropics, and made a great study of tropical diseases. 
He was. well known throughout North Queensland as an 
authority on many of the affections pectliar to that district. 
While not a member of the British Medical Association, he 
took a great interest in its affairs, and was guided in his 
professional dealings by its resolutions. His son, Dr. L. A. 
Kortiim, graduated at Sydney University in 1917, and is 
now in practice at Cooktown. He has recently been elected 
a member of the Queensland Branch of the British Medical 
Association, 


Correspondence. 


Replies to Correspondents. : 

Dr. H. Flecker, of Temora, New South Wales, asks for a 
statement of the correct behaviour of a medical man who 
receives a telephone communication from a stranger, en- 
quiring about the progress of a patient under treatment. 
It has been found that opinions expressed for the guidance - 
of medical practitioners on suppositious cases are frequently 
misapplied. The opinion expressed below must therefore be 
understood to be limited to cases in which the whole circum- 
stances are those set out in the question. The reply refers 
only to a medical practitioner dealing with a private patient. 
It is not intended to cover the behaviour of those responsible 
for patients in hospitals. A medical practitioner has no 
right to give any information concerning a private patient 
to any person other than the near relatives of the patient 
without the sanction of the patient or the near relatives. 


We have been informed that the Director of the Common- 
wealth Serum Institute, at the request of the Department, has 
prepared certain vaccines for protective and curative treat- 
ment of the present influenza epidemic. The vaccines are now 
available, and can be obtained on application to the Quaran- 
tine Bureau, Spring Street, Melbourne. The vaccines have 
been prepared from bacillus catarrhalis, pneumococcus, a 
streptococcus and a Gram-positive diplococcus. This diplo- 
coccus has been isolated from all the Melbourne cases of 
influenza subjected to investigation at the laboratories of 
the Serum Institute. Since pneumonia is a common com- 
plication at the present time, it is held that the vaccine 
should act prophylactically. It is prepared in two strengths. 


Proceedings of the Australian Medical Boards. 


QUEENSLAND. 


The following have been registered, under the provisions 
of The Medical Act of 1867, as duly qualified medical prac- 
titioners:— 

Fleming, James Hamilton, Aramac, L.R.C.P., and L.R.C.S., 
Edin., L.F.P.S., Glasg., 1889. 

Loubet (née Hughes), Ellen Mary Kent, Brisbane Hos- 
pital, M.B., Ch.B., Univ. Melb., 1917. 


VICTORIA. 


The following have been registered, under the provisions 
of Part I. of the Medical Act, 1915, as duly qualified medical 
practitioners :— 

Sturges, Frank, Ballarat, L.R.C.P., Lond., 1884; L.R.C.S., 
Edin., 1883; L.S.A., Lond., 1882. 

Craig, James Chambers, Williamstown, M.B. et Ch.B., 
Melb., 1910. 

*Derham, Alfred Plumley, 83 Wellington Street, Kew, 
M.B. et Ch.B., Melb., 1918. 

*Appleford, Sydney Theodore, 23 Richmond Terrace, Gee- 
long, M.B. et Ch.B., Melb., 1918. 
*Bouvier, Frederic Albert, Highton, Geelong, M.B. et 
Ch.B., Melb., 1918. : 
*Harbison, Eric Fitzgerald, Numurkah, M.B. et Ch.B., 
Melb., 1918. 

*Hendry, Thomas Muir, ‘“Aldersyde,” 30 North Road, 
Brighton, M.B. et Ch.B., Melb., 1918. 

Johnston, Leonard Walter, 22 Studley Avenue, Kew, 
M.B. et Ch.B., Melb., 1918. 

Stang, Eleanor Margrethe, Children’s Hospital, Carlton, 
M.B. et Ch.B., Melb., 1918. 

St. Ledger,, Anthony Waddington, 10 Dalgety Street, St. 
Kilda, M.B. et Ch.B., Melb., 1918. 


* On active service, 
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, Rayner Laming, Port Moseaby; 2 
et Ss, Edin., L.R.F.P.S., Glas., 1917. 
Faulkner, Henry Andrew, 38 The Avenue, Royal Park, 
*M.R.C.S., Eng., L.R.C.P., Lond., 1916. 
Romeo, Giuseppe, Grand Hotel, Melbourne, M.D. et Ch.D., 


Papua, L.R.C.P. 


Naples, 1894, 
Names of deceased practitioners removed from the 
Register:— 


Dunkley, Francis Ernest. 
William 


Medical Appointments, 


The appointment of Dr. R. O. Bridgman (B.M.A.) as Gov- 
ernment Medical Officer at Pittsworth, Queensland, is an- 
nounced in the Queensland Government Gazette of October 
19, 1918. 


The following have been members of the Council 
,of the University of Tasmania:— 


The Honourable Tetley Gant, C.M.G., M.A., M.L.C. 
George Crosby Gilmore, Esquire, M.E.C., B.A. 

The Honourable Arthur Morrisby,; M.E.C. 

The Honourable Sir Herbert Nicholls, K.B., M.E.C., LL.B. 


appoiimente assistants, locum 


For announcements of 
tementes sought, etc., see “‘Adv 


advertisements from medical practi- 
in public insti will be accepted unless the 
to medical soentitioteds who are ineligible for 
service, or who ios returned — military service. The term. 
tary service’ is used to signify practitioners who are 

those who have offered their services and have not 


ve military age, 


e 
Department of Defence, Medical Practitioners for Military 


Hospitals. 


Medical Appointments. 


IMPORTANT NOTICH. 


Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without 
having first comraunicated with the Honorary Secretary 
of the Branch named in the first column, or with the Medi- 
cal Secretary of the British Medical Association, 429 Strand, 


prietary, Limited. 
National Provident Association. 
; Mutual National Provident Club. 


Australian Natives’ Association. 
- | Brisbane United Friendly Society In- 


(Hon. stitute. 
Building, Ade- | Rockhampton Associated Friendly So- 
laide Street, Bris- cieties. 


bane.) 


London, W.C. 
Branch. | APPOINTMENTS. 
‘ All Friendly Society Lodges, Institutes, 
____ VICTORIA. Medical Dispensaries and other 
—— contract practice. 
(Hon. See., Medi- | Australian Prudential Association 


Branch. APPOINTMENTS. 


SOUTH AUS- 
TRALIA. 


Contract Practice Appointments in 
South Australia. 

Contract Practice, Appointments at 
Renmark. 


(Hon. Sec, 8 
North Terrace, 
Adelaide.) 


WESTERN AUS- 
TRALIA, 


All Contract Practice Appointments in 
Western Australia, 


Australian Natives’ Association. 
Balmain United F.S. Dispensary. 
Canterbury United F.S. Dispensary. 
Leichhardt and Petersham Dispensary. 
M.U. Oddfellows’ Med. Inst., Elizabeth 
Street, Sydney. 

Marrickville United F.S, Dispensary. 
N.S.W. Ambulance and Transport Bri- 


gade, 

North Sydney United F-.S. 

People’s Prudential Benefit Society. 

Phoenix Mutual Provident Society. 

F.S. Lodges at Casino. 

F.S. Lodges at Lithgow. 

F.S. Lodges at Parramatta, Auburn 
and Lidcombe, 

Newcastle Collieries — Killingworth, 
Seaham Nos. 1 and 2, West Wall- 
send. 


NEW SOUTH 
WALES. 


(Hon. ‘Bec, “80-84 
Elizabeth Street, 
Sydney.) 


TASMANIA. 


(Hon. Sec., Mac- 
quarie Street, 
Hobart.) 


NEW ZEALAND: 
WELLINGTON 
DIVISION. 


(Hon. See. Wel- 
lington. 


) 
Diary for the Month. 


30.—Vic. Branch, B.M.A., Council. 
30.-Nov. 2.—Bye, Ear, Nose and “Throat Congress, 
Melbourne. 
31.—S. Aust. Branch, B.M.A. 
1—Q. Branch, B.M.A. 
4 to 13.—Vic. Branch, B.M.A., Nominations Received 
for Council. 
8.—S. Aust. Branch, B.M.A., Council. 
8.—N.S.W. Branch, B.M.A., Clinical. 
12.—Tas. Branch, B.M.A., Council and Branch. . 
12.—N.S.W. Branch, Ethics. Committee. 
13.—Vic. Branch, B.M.A. 
13.—North-Eastern Med. Assoc. (N.S.W.). 
14.—Vic. Branch, B.M.A., Council. 
19.—N.S.W. Branch, B.M.A., Executive and Finance 
Committee. 
20.—W. Aust. Branch, B.M.A. 
22.—Q. Branch, B.M.A., Coun we 
26.—N.S.W. Branch, Politics Com- 
mittee; Organization and Science Committee. 
26.—Vic. Branch, B.M.A., Ballot Paper for _— of 
Office-bearers issued. 


EDITORIAL NOTICES. 


Manuscripts forwarded to the office of this Journal cannot under any 


circumstances be 

nee articles forwarded for publication are understood to be offered 
Medical Journal of A alone, unless the contrary be stated, 

should ‘be addressed +o The Medtoal 

80-84 treet. Sydney, 


Oct. 
Oct. 


Oct. 
Nov. 
Nov. 


Nov. 
Nov. 
Nov. 
Nov. 
Nov. 
Nov. 
Nov. 
Nov. 


Nov. 
Nov. 
Nov. 


Nov. 


, 
In fut Medical Officers in all State-aided j 
- toners _ Hospitals in Tasmania. 
N.Z. 
| |i 
Cloncurry Hospital. 
+ 


